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HEALTH INQUIRY 
(Arthritis, Rheumatism) 





MONDAY, OCTOBER 5, 1953 


Hovsk or REPRESENTATIVES, 
CoMMITTEE ON INTERSTATE AND ForeIGN CoMMERCE, 
Washington, D. C. 


The committee met pursuant to adjournment, at 10 a. m., in the 
committee room of the House Committee on Interstate and Foreign 
Commerce, the Honorable Charles A. Wolverton (the chairman) 
presiding. 

The Cuamman. The committee will come to order. 

Today we are to discuss the important subject of arthritis and 
rheumatism. 

The purpose of this discussion is to provide this committee with 
current information as to just where we are and where we are going 
in this field, and to obtain suggestions as to what additional assistance, 
through legislation or otherwise, may be necessary to hasten the day 
when arthritis and rheumatism will no longer constitute a major 
disease problem. 

We expect to obtain information as to the medical, social, and eco- 
nomic significance of these diseases; the amount of funds currently 
expended for research, diagnostic services, rehabilitation, and train- 
ing; and some idea as to the most significant recent scientific advances 
in relation to arthritis and rheumatism. 

We expect to learn more concerning the major emphasis in research, 
to get some idea as to where the trend of research is leading us. We 
want to develop information as to what the major problems, the 
major unknowns, may be which must be solved or discovered before 
the diseases can be controlled. 

We want to have opinions and ideas as to whether the necessary 
funds, facilities, and manpower are available, and what should be 
done if they are not. 

I am glad to welcome to this hearing a distinguished group of 
scientists and laymen who are experts in the field of arthritis and 
rheumatism. This committee has been impressed with the conduct 
of earlier hearings in this series, in which the witnesses have, in effect, 
chosen a discussion leader and conducted a seminar based on a pre- 
pared agenda. It seems to us that this technique for holding hearings 
of this sort has proved to be a very successful experiment. 

I understand that there is such an agenda this morning, and that 
the witnesses have agreed that Dr. Currier McEwen, dean of the 
New York University School of Medicine and past president of the 
American Rheumatism Association, will serve as their discussion 
leader. 
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I understand further that there are several prepared statements 
which are to be made available to the committee. I would like at 
this time to make both the agenda, and the list of participants, an 
official part of the record of these hearings. 

(The matter referred to is as follows:) 


AGENDA: HEARING ON ARTHRITIS AND RHEUMATISM BEroreE THE HOUSE COMMITTEE 
ON INTERSTATE AND ForEIGN CoMMERCE, MoNbAy, OcToBER 5, 1953 


1. Gen. George C. Kenney, New York, N. Y., president, Arthritis and Rheu- 
matism Foundation: “The Economic Burden and Loss of Manpower Resulting 
From Athritis and Rheumatism in the United States.” 

2. Dr. Charles Ragan, New York, N. Y., president, American Rheumatism 
Association: “The Present Status of Our Knowledge of the Rheumatic Diseases 
and the Problems To Be Attacked in the Immediate Future.” 

3. Dr. Currier McEwen, New York, N. Y., dean, New York University College 
of Medicine, and past president, American Rheumatism Association: “The 
Needs in the Area of Medical Education in the Rheumatic Diseases: Fellow- 
Ships and Traineeships; Teaching Grants; and Construction Grants.” 

4. Dr. Gideon K. DeForest, New York, N. Y., medical director, Arthritis and 
Rheumatism Foundation: “The Program of the Arthritis and Rheumatism 
Foundation.” 

5. Dr. Floyd 8S. Daft, Bethesda, Md., Director, National Institute of Arthritis 
and Metabolic Diseases, National Institutes of Health; and 

6. Dr. Joseph J. Bunim, Bethesda, Md., Chief, Arthritis and Rheumatism 
Branch, National Institute of Arthritis and Metabolic Diseases, National Insti- 
tutes of Health: “The Program of the National Institute of Arthritis and 
Metabolic Diseases.” 

7. Dr. Paul Holbrook, Tucson, Ariz., past president, American Rheumatism 
Association, former member of National Advisory Arthritis and Metabolic Dis- 
eases Council: “Statement on Appraisal of the Methods Currently Employed by 
the Federal Government in Providing for Support of Research, Education, and 
Training in the Rheumatic Diseases.” 

8. Mr. Thomas Freeman, New York, N. Y., executive secretary, Arthritis and 
Rheumatism Foundation: “The Organization and Financial Policies of the 
Arthritis and Rheumatism Foundation.” 


PARTICIPANTS 
Dr. Currier McEwen, past president, American Rheumatism Association, dean 
of New York University College of Medicine 
Gen. George C. Kenney, president, Arthritis and Rheumatism Foundation, New 

York City. 

Dr. Charles Ragan, New York, N. Y., president, American Rheumatism Asso- 
ciation. 
Mr. Thomas Freeman, New York, N. Y., executive secretary, Arthritis and 

Rheumatism Foundation 
Dr. Gideon K. DeForest, medical director, Arthritis and Rheumatism Founda- 

tion, New York, N. Y. 

Dr. Floyd 8S. Daft, Director, National Institute of Arthritis and Metabolic 

Diseases, National Institutes of Health. 

Dr. Joseph J. Bunim, Chief, Arthritis and Rheumatism Branch, National Insti- 
tute of Arthritis and Metabolic Diseases, National Institutes of Health. 

The Cuarrman. Dr. McEwen, I would appreciate it if the various 
witnesses would stand and introduce themselves briefly so that they 
may be known to the recorder and to the members of this committee. 
After that, I will ask you to proceed with the discussions in any way 
you see fit. I may say that I hope that there will be full opportunity 
for the committee to question the participants and for the participants 
to question each other, in order that these he arings may yield the 
mi ee amount of information on the subject under discussion. 

Now, Dr. McEwen, will you proceed by giving us your full name, 
the position you occupy, and the institutions with which you are con- 
nected, and likewise with respect to the other members of the panel, and 
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I hope that your modesty will not prevent you from giving us as 
full a statement as you are able to give in this respect because we are all 
conscious of the fact that you have as members of your panel some of 
the most distinguished men in the study of rheumatism and arthritis 
in our country and we would like the record to show just what fine 
witnesses they are. 


STATEMENT OF DR. CURRIER McEWEN, PAST PRESIDENT, AMER- 
ICAN RHEUMATISM ASSOCIATION, AND DEAN OF NEW YORK 
UNIVERSITY COLLEGE OF MEDICINE 


Dr. McEwen. Thank you, sir. 

Mr. Wolverton and gentlemen of the committee, I am, as you have 
just heard, Dr. Currier McEwen. I am dean of New York University 
College of Medicine. My interest in the rheumatic diseases, arthritis 
and rheumatism, which we are discussing today I think can be shown 
by the fact that I am past president of the American Rheumatism 
Association, which is the professional body in the country that has in it 
those members of the medical profession who are particularly students 
of these diseases, 

Each one of us on this panel has a prepared statement which he will 
present to the committee for filing and later then in turn make some 
remarks about that part of the general subject on which we are most 
competent to speak, and I would like, as you have suggested, first to 
introduce the members of the panel to the committee. 

On my left is Dr. Floyd S. Daft, who is the director of the National 
Institute of Arthritis and Metabolic Diseases, National Institutes of 
Health. 

Next to him is Dr. Joseph J. Bunim, long my associate at New York 
University in the study of rheumatic dis seases, and now chief of the 
Arthritis and Rheumatism Branch of the National Institute of Arthri- 
tis and Metabolic Diseases of the National Institutes of Health. Prior 
to joining the Institute staif he was associate professor of medicine of 
New York University. At present he is associate professor of medi 
cine at the Johns Hopkins School of Medicine. 

Next is Dr. Charles Ragan, associate professor of medicine at the 
college of Physicians and Surgeons, Columbia University, and the 
man who took the mantle of president of the American Rheumatism 
Association from me this past May. He is the present president of the 
American Rheumatism Association. He also is in charge of the Faulk- 
ner Arthritis Clinic at Presbyterian Hospital in New York, one of the 
biggest clinics in our country for work in these diseases. 

Next to him is Gen. George C. Kenney, whose war record I will not 
try to gointo. That, I presume, is not the main reason for his appear- 
ance here today, but he appears as president of the Arthritis and 
Rheumatism Foundation. 

The Cuatrman. I think with respect to General Kenney that his 
background, from a military standpoint, as well as his interest in this 
subject, is such that it would be appropriate for me to mention the 
fact to the committee that Gen. George C. Kenney, of New York, 
N. Y., president of the Arthritis and Rheumatism Foundation, is a 
retired Air Force officer, former commander, Allied Air Forces and 
United States 5th Air Force in the Southwest Pacific, and also 
United States Air Representative on Military Staff Commission of the 
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United Nations, and I have to say and so forth, because there are many 
other accomplishments and positions that he has occupied that would 
increase his importance, too, as a witness. 

Dr. McEwen. The next gentleman in line is Dr. Gideon K. DeFor- 
est, who is associate clinical professor of medicine at Yale University 
Medical School, chief of the important arthritis clinic of that great 
institution, and the medical director of the Arthritis and Rheumatism 
Foundation. 

Next to Dr. DeForest, at the end of the table, is Mr. Thomas Free- 
man, who is executive director of the Arthritis and Rheumatism 
Foundation. 

I took the liberty of saying something about each of these gentle- 
men, as you said I might, because I was perfectly sure that they would 
not say those things about themselves, so I thought it better if I said 
it for them, with the hope that if there are any other things they 
would like to add in establising themselves as experts, why, they 
might do so when they speak. 

In addition to the individual statements, Mr. Chairman, which 
each one of us has prepared, and which each one of us will file with 
the committee as we speak, there was prepared a joint statement of 
a general sort which has already been submitted and which was pre- 

pared jointly by the Arthritis and Rheumatism Foundation and the 
National Institute of Arthritis and Metabolic Diseases. 

The Cuarrman. That will be made a part of the record at this place, 
if you so desire. 

Dr. McEwen. Thank you, sir. 

(The matter referred to is as follows:) 


THE UNITED STaTes ATTACK ON ARTHRITIS AND RHEUMATISM—A JOINT STATE- 
MENT BY THE NATIONAL INSTITUTE OF ARTHRITIS AND METABOLIC DISEASES AND 
THE ARTHRITIS AND RHEUMATISM FOUNDATION 


Arthritis, and its related rheumatic diseases, is more prevalent among our 
citizens than are cancer, heart disease, tuberculosis, and diabetes combined. In 
the United States today it afflicts more people, cripples and disables more people, 
and brings more pain to more people than any other chronic disease. 

It disables 10 times as many persons as diabetes, 10 times as many as tubercu- 
losis, and 7 times as many as cancer . 

The total number of victims, approximately 10 million, is greater than the 
combined populations of Chicago and Los Angeles. Of these, this devastating 
disease has permanently disabled 1 million. The economic cost to the Nation 
is well over $700 million per year. 

Arthritis is not new—it has been with us since the dawn of human life on this 
planet. It is not just a disease of old folks, as is commonly supposed. It strikes 
people of all ages: children, people in the prime of life, and the aged—all are 
potential victims, potential cripples. Selective-service reports that of the young 
men called up for service in the Armed Forces in Korea, 30,000 of the 505,000 
rejected were unfit for duty because they were afflicted with rheumatic disease. 

In the United States 30 million people—one-fifth of the population—counting 
the families of arthritics, are affected by the medical, social, and economic aspects 
of this problem. The manpower lost each year in the United States because of 
arthritis and rheumatism is estimated as 150 million days, equivalent to an army 
of over 400,000 persons unable to work at any time. Over half a billion dollars 
yearly is lost in wages and salaries by the sufferers from this disease, in addition 
to the cost of medical care and relief allowances. Medical care alone costs more 
than $100 million per year. Arthritis brings with it not only pain and crippling 
but impoverishment to many of its victims. The Federal Government loses each 
year $77 million in income taxes because of the wage earners unable to work. In 
short, arthritis and rheumatism present to us a medico-socio-economic problem 
of the first magnitude. The question is, Are we giving it first-magnitude 
attention? 
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THE RHEUMATIC DISEASE COMPLEX 


Just what is rheumatic disease? It is usually characterized by aches and pains 
in joints and muscles, often resulting in stffening and swelling of affected joints. 
But, in this family of disease there are many different members, each with its 
own vicious “character.” First and foremost is rheumatoid arthritis, perhaps 
the cruelest of them all. It is a chronic disease which frequently lasts a life 
time, for which there is no cure, and the cause of which is still unknown. The 
other large group of chronic arthritis is osteoarthritis, otherwise known as de- 
generative joint disease. This type results largely from aging and wear and tear 
of the joint structures. It afflicts people past middle age. It occurs in multiple 
joints and in the spine with greater or lesses symptoms in all persons who live 
long enough. Why some persons are severely affected by osteoarthritis and 
others escape it is incompletely understood and ‘ts actual cause is unknown. 
There is no real cure. Still another group of rheumatic victims suffer from non- 
articular rheumatism, or disorders of the muscles, bursae, ligaments, tendons, or 
other tissues. Many others who are afflicted with rheumatic disease will have 
types of arthritis due to gout (geuty arthritis), injury, or infection, rheumatic 
fever, and sciatica. 

Finally there is a group of serious and fatal conditions that belong to the 
family of rheumatic diseases known as “collagen diseases.” In these cases the 
connective tissue which constitutes the supporting structures or framework of 
the body is attacked, inflamed, and often destroyed. The cause is again unknown 
and the cure as yet undiscovered. 

It is safe to say that there are very few families in the United States in which 
some member is not suffering or has not suffered from one of these rheumatic 
diseases. 


EARLY ORGANIZATION 


The earliest attempt to do anything in an organized manner about arthritis 
in the United States dates back only to 1928, with the formation of the American 
Committee for the Control of Rheumatism. This committe worked actively to 
arouse the interest of the medical profession in the magnitude of the sociologic 
problem presented and to extend knowledge of the rheumatic diseases by means 
of publication and exhibits. By 1930 it was apparent that there should be a 
national society for the study and control of rheumatic diseases, and from this 
committee the American Rheumatism Association was founded. It was and 
remains a strictly professional organization of about 800 physicians with a 
Special interest in the rheumatic diseases. 

Just before the entry of the United States into Word War II, a committee of 
the American Rheumatism Association was appointed to study the possibility of 
undertaking a national fund-raising effort to support research, teaching, and 
more adequate care of patients with the rheumatic diseases. This important 
undertaking was delayed by the outbreak of hostilities, but after the end of the 
war rapid progress was made. Early in 1948, with the initiative and stimulation 
derived from the American Rheumatism Association, a separate organization, 
the Arthritis and Rheumatism Foundation was established, with a board com- 
posed of physicians and prominent, public-spirited laymen for the purpose of 
organizing an appeal for funds on both a national and local level. 

The year 1948 marks the beginning of the modern era in the attack against 
the rheumatic diseases in the United States. It was in this year that the mo- 
mentum necessary to generate real action was initiated. And, it has been in 
the short 5 years since 1948 that more progress has been made in this field 
than in the previous 50. 

It was in 1948, too, that a National Research Council Committee for survey 
of research on rheumatic diseases was formed which conducted, at the request 
of the American Rheumatism Association, the first comprehensive analysis of 
activities in the rheumatic diseases in this country. 

As reported by this committee, the results of its 1948 survey revealed the 
following facts, among others: 

“Other countries have recognized the prime importance of the rheumatic 
disease problem and have formulated plans for nationwide attacks. The Scandi- 
navian countries have a well-organized plan for treatment and control. This is 
also true of Great Britain. Canada too has initiated action in establishing a 
rheumatic disease program. 

“The magnitude of this problem is manifested by the incidence of the disease 
and by the many reflections in the social and economic aspects. The rheumatic 
diseases group is one of the oldest described in medical writings, but it is also 
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one of the most neglected fields of medicine. Although there is a great deal that 
can be done immediately to benefit the patients afflicted, it must be appreciated 
that all the rheumatic diseases, with the exception of the traumatic and specific 
infectious arthritides, are of unknown etiology and pathogenesis and are without 
specific therapy.” (In other words, with the exception of arthritis caused by 
injuries of specific microbes, the cause of rheumatic diseases remains unknown, 
and effective and satisfactory treatment is not yet available.) 


RESEARCH ACTIVITIES 


The committee also reported that only slightly more than $300,000 was being 
devoted to studies on chronic rheumatic disease in the medical research institu- 
tions in this country. (Jt had been as little as $45,000 in 1946.) And of the 
$300,000, one-third was going to three universities. Said the committee’s report, 
“It seems fair to conclude that only in these three institutions are there resources 
adequate to finance a really well-rounded effort. It would appear from the ques- 
tionnaire that more than one-third of the beds occupied by chronic arthritic 
patients are located in two cities.” 

With regard to then existing opportunities for investigation, the committee 
reported, “The committee considered again the many problems involved and 
concluded that while a great deal of work was presently being done in the subject 
of arthritis and rheumatic diseases, much greater effort was thoroughly justified 
and that, given ample funds and a comprehensive program, progress could be 
achieved both in the acceleration of basic research and in the application of 
results to the suffering human being. The members of the committee held unani- 
mously that the greatest emphasis should be placed on those phases of the research 
program where fundamental knowledge is today lacking and where the acquisi- 
tion of such information promises to elucidate the broad common problems of the 
mechanism of these clinically diverse diseases.” In the report the committee then 
pointed out the fields of basic research which seemed to hold the most productive 
promise, concluding that results could be “accomplished best by a combined 
attack of scientists trained in biological, biophysical, biochemical, and clinical 
disciplines. Only by this means can it be assured that the full potentialities of 
modern science are being realized in combating these diseases.” 


TEACHING AND PATIENT CARE 


With regard to available clinical facilities and the status of undergraduate and 
postgraduate training in the field of rheumatic disease, the committee found that 
of the total number of beds available in university hospitals covered by the ques- 
tionnaire fewer than 700 in the entire country were reported as usually occupied 
by arthritis patients. “This is an amazingly small number of the thousands of 
beds controlled by the medical faculties concerned ; only a handful are specifically 
endowed (the number reported was 65). Such reports indicate the urgent need 
for largely increased facilities for the bed-care of the many patients suffering 
from rheumatic illness.” (Actually then, the situation in 1948 was that there 
were only 65 specifically endowed beds for arthritic patients to take care of the 
estimated 10 million persons suffering from the disease. ) 

With the survey committee’s report in hand, the Arthritis and Rheumatism 
Foundation began to plot a course. Briefly, in 1948, this was the picture: More 
than 10 million people suffering from rheumatic disease. An economic loss, an- 
nually, of about $725 million a year. Only 65 hospital beds specifically endowed 
for rheumatic diseases, and only $300,000 (one-third of it in 3 schools) spent for 
research. No organized attack on the problem, nationwide, yet in action. 


MODERN HISTORY: THE PAST 5 YEARS 


Modern history of the national attack on arthritis and rheumatism begins in 
1948, with the establishment of the Arthritis and Rheumatism Foundation, organ- 
ized on a national basis by outstanding rheumatologists and interested citizens. 
Fund raising for research, treatment, and education in rheumatic disease was 
initiated first on a nationwide scale in 1948. The public interest aroused by the 
-ampaign, although something less than phenomenal, was encouraging. 

In 1949 came the momentous discovery that cortisone, a hormone of the adrenal 
glands, would dramatically relieve arthritis, hitherto not associated with the 
metabolic system. ACTH, a pituitary hormone, was found to produce similar 
effects. Thus, new avenues of approach, more promising than any previously 
opened against rheumatic disease, were available to medical research. 
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In 1950 months of careful study of the health needs of the country by the House 
Committee on Interstate and Foreign Commerce led to the passage, on August 15, 
of the Omnibus Medical Research Act, Public Law 692, authorizing establishment 
of the National Institute of Arthritis and Metabolic Diseases within the Public 
Health Service. 

Thus it was, that late in 1950, at long last, a nationwide program was inau- 
gurated that would permit an organized attack upon arthritis and rheumatic dis- 
eases that afflict so many millions of persons and causes such vast economic loss 
to the Nation. The new voluntary agency and the new Government agency have 
worked together as a team, each Complementing the efforts of the other. How- 
ever, although the machinery had been forged, and although the field was broad 
and new pathways to the ultimate goal had been pointed out, neither the money 
nor the experience has been available to perform overnight miracles. 


COORDINATION AND COOPERATION 


Close working relationships have been developed among the three organizations 
primarily concerned with the national attack on arthritis. Constant liaison and 
consultation on matters of policy, program, and operation is maintained. ‘The 
chairman of the Arthritis and Rheumatism Foundation is a member of the Na- 
tional Advisory Arthritis and Metabolic Diseases Council which guides the re- 
search grants program of the National Institute of Arthritis and Metabolic Dis- 
eases. Likewise, the chief of the Arthritis and Rheumatism Branch of the Insti- 
tute is a member of the medical and scientific committee of the Arthritis and 
Rheumatism Foundation and of the executive committee of the American Rheu- 
matism Association. 

At the operating level, too, constant contact and interchange is maintained, 
and cooperative projects entered into. For example, the Manual for Arthritis 
Clinics was written by medical experts of the Rheumatism Association, was pub- 
lished and distributed jointly by the foundation and the Institute, and is being 
used as a text by medical schools. 

As both the Institute and the foundation support research by grants-in-aid to 
scientists and maintain fellowship and traineeship programs, it is important, in 
the interests of good management, that these efforts are coordinated. Constant 
exchange of information, advice, and comment is maintained in this area, so that 
no important field of interest is overlooked, or undue emphasis placed in another. 

By maintaining continued coordinative and cooperative relationships these 
organizations, representing the Federal Government, the medical profession and 
the public’s voluntary interests are able to work together against the common 
enemy, arthritis and the rheumatic diseases, most effectively. 


THE PRESENT SITUATION 


Although the organized attack on the problems of arthritis and rheumatism is 
quite new and relatively small, encouragilg progress has already been made, the 
momentum is picking up, and with continued and augmented support, there is 
every reason to believe that a fully effective mobilization of effort can be built 
up, and continued substantial progress made to overcome the still existing gaps 
in our knowledge, our manpower and our facilities—to the end that we may as 
soon as possible achieve an effective measure of control over the rheumatic dis- 
ease prob!em in this country. 

The climate is favorable for continued progress at an accelerated rate. The 
outlook, since 1948, has changed dramatically. Today there is hope and eager- 
ness, a buildup of enthusiasm, improved facilities, new techniques, new leads, 
where, in 1948 these definitely were not present. But the needs are still great. 

Throughout this country there are still only about 200 arthritis clinies, and 
most of these are located in 8 large cities. Many more are urgently needed 
In 1948 there were about 100 hospital beds available for the study and treatment 
of rheumatic diseases, and of these only 65 were specifically endowed for arthritis 
patients. Today there are about 350 free hospital beds for this purpose, of which 
about 100 are specifically endowed. The need for hundreds more is urgent and 
apparent, for of the 1 percent of rheumatic patients who get hospital care few 
can remain long enough to receive much benefit. 

Throughout the United States in 1946 only $45,000 was spent on rheumatic 
disease research. In 1948 the amount had increased to $300,000, and in 1952 
a total of about $1,100,000 was backing up research in this field. However en 
couraging this increase may appear, the 1952 total amounted to only a little 
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more than 10 cents for each of the 10 million arthritis victims in the country, 
and compares weakly with the approximately $19 million spent annually on 
research into another of the major chronic diseases. 

Our aging population is making the arthritis and rheumatism problem one of 
growing concern, for studies have shown that 97 percent of all persons over 60 
become victims of some form of arthritis. 

More medical students are now receiving more and better instruction in arthri- 
tis and the rheumatic diseases from instructors who are better prepared and 
more interested in the problem than they were in 1948, but still the problem 
of scientific and medical manpower in this field is urgent. Teaching grants, 
research fellowships and research grants are the answer. 

The present situation, then, is one cf growth and development, of an expansion 
of interest. There is a growing feeling of confidence that the answers to many 
of the problems which now confront us will be found in the not-too-distant 
future. Scientists, backed by funds provided by both private and public sources, 
are now probing into new and promising fields. New techniques, new leads, new 
tools are broadening the scope of research. Clinicians, armed with the new drugs 
ean now relieve much of the suffering, prevent crippling, forestall some attacks, 
clear up certain infections which lead to arthritic complications. New and 
ingenious methods of rehabilitation have been devised and many arthritic crip- 
ples can be restored to useful lives. 

In brief, we now have the machinery and the leadership for a national attack 
on medicine’s most neglected major disease entity ; we have succeeded in making 
a good start, for interest is spreading; but we need continued and augmented 
effort to push beyond presently existing frontiers of knowledge. We can be 
proud of the progress made in these last few years but there is no room for 
complacency. There is so much to do, and so much required with which to 
do it in the way of manpower, money, training, and education, that we are 
humble as we face the future, although confident that with continued support 
we shall, in behalf of all the millions of suffering victims who have been given 
grounds for new hope, at last come to that day when arthritis and rheumatism, 
far from being the most common major affliction, will be a minor and readily 
controlled constituent of the chronic diseases that afflict and terrify mankind, 


SUMMARY OF ACCOMPLISH MENTS 


The organization, leadership, and funds provided by the Government and 
public agencies in the arthritis field have sparked new activity throughout the 
country. Many new and expert energies have been brought to bear on the prob- 
lems, much new knowledge and a better understanding of the complexities of the 
rheumatic disease family has been accumulating. New keys and pathways for 
research have been discovered. 

Cortisone, ACTH, hydrocortizone, butazolidin and other new drugs have had 
a mighty impact upon the situation. Although none of these can be regarded as 
a cure, it is certain that not only have they brought relief to and contributed to 
the rehabilitation of thousands of sufferers but they have provided a key to the 
effective control of the worst forms of arthritis, have changed many concepts, 
and broadened the field of research by indicating that hormonal balance and 
metabolism may be most important factors in the causation and evolution of the 
disease. 

From the most neglected disease area in medicine, the rheumatic diseases are 
emerging as a challenging and promising field of effort. Interest is rising and 
must be further encouraged and cultivated. There are more arthritis clinics, 
and more doctors who are competent to treat the disease more effectively. Yet 
the number of clinics and doctors is inadequate to meet this country’s present 
needs. More first-rate scientists, challenged by the problems and encouraged by 
the availability of financial support are searching for the answers and coming 
up with leads and interesting developments. 

Medical schools are beginning to devote more time and effort to teaching stu- 
dents about the rheumatic diseases. We are pleased to find that many medical 
schools are distributing to students as an aid in education in this field the Manual 
for Arthritis Clinics, written by a committee of the New York Rheumatism 
Association and published jointly by the Arthritis and Rheumatism Foundation 
and the National Institute of Arthritis and Metabolic Diseases, the Bulletin on 
Rheumatic Diseases, published by the Arthritis and Rheumatism Foundation, 
and the Primer on Rheumatic Diseases, published by the American Rheumatism 
Association. 


a 
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A headline event in recent months was the opening, in Bethesda, Md., last July 
of the Clinical Center of the National Institutes of Health. Here, in the most 
advanced institution of its kind, a 500-bed hospital, supported by approximately 
1,000 well-equipped laboratories, scientists are probing into the stubborn secrets 
of disease afflicting man and are conducting research programs in intimate con- 
tact with clinicians who are working with patients, carefully selected to afford 
disease entities suitable for clinical study. Here the clinicians will apply results 
obtained in the research laboratory adjacent to the bedside. Here, with minimum 
intervening delay, the postulates and observations that emerge from the labora- 
tory bench will be subjected to clinical trial. Here also, the clinician will bring 
to the research laboratory those observations and problems pregnant with the 
promise of fruitful research, derived from his intimate clinical experience of the 
various disease entities, which require laboratory exploration for their solution, 
Thus a cross-fertilization of scientific minds and ideas will contribute to the 
paramount purpose of achieving a better understanding of the causes of baffling 
diseases and of arriving at sound and effective therapeutic measure. In this 
great new clinical center one of the major problems claiming prominent attention 
is that of the rheumatic diseases. Extensive research programs are underway 
or being planned. 

Research planned and supported by the National Institute of Arthritis and 
Metabolic Diseases produced within recent months a supply of radioactive corti- 
sone and hydrocortisone which has been made available by the Institute to com- 
petent research workers in the country at large. These radioactive hormones 
will be used in tracer studies in attempts to learn their mode of action in the body. 

The informational and educational activities of each of three organizations 
in the field, the Arthritis and Rheumatism Foundation, the American Rheu- 
matism Association, and the National Institute of Arthritis and Metabolic 
Diseases, are providing the public and the medical profession with materials 
calculated to bring about a better knowledge and understanding of the problems 
surrounding the area, of new developments, and of medical services available. 


FORTY SIGNIFICANT ADVANCES 


Since 1948, when funds for research in arthritis and rheumatism were sub- 
stantially increased, with concommitant increases in research facilities, progress 
in research has been stimulated, accelerated, and made more fruitful. A digest 
of 40 significant advances during the past 5 years is atached as appendix A, 


NEEDS FOR THE FUTURE 


Although we may be moderately proud of the progress made since our organized 
attack on arthritis got under way a few short years ago, the problem itself is s« 
immense, so diffuse, and has so many facets that it is obvious that there can 
be no quick, easy, or single solution. The demands of the situation call for 
continued and augmented effort, for unceasing diligence, thorough and competent 
research, improved medical instruction reaching more and more students and 
physicians, more laboratory space—the list of needs is long. To be more specific: 
1. Expanded research effort 

The need for new knowledge in the medical sciences is most pressing. We 
need to know more about the structure, composition, and functions of human 
and animal tissues, especially connective tissue. This calls for scientists skilled 
in biology, biophysics, biochemistry (especially enzyme chemistry), endocrinol- 
ogy, and clinical medicine, 

It should be emphasized that it is essential that scientists drawn from these 
disciplines must work closely with the clinical investigators who have firsthand 
familiarity with the gaps in our knowledge. The direction, the goals, the needs 
must be defined by the physician who faces the responsibility of controlling these 
recalcitrant diseases. On the other hand, the exploration of the unknown, the 
discovery of enzyme systems involved in mechanism of certain diseases, the 
development of new and precise analytical, chemical, and physical methods, the 
exact nature of hormonal imbalance must be worked out in the laboratory. But 
always there must be the closest possible integration of efforts and interchange 
of ideas between the clinician and the laboratory worker. 

One of the stumbling blocks which must be overcome relates to laboratory 
animals. Much basic medical research depends heavily upon experiments with 
small animals, In the field of arthritis animal research has been hampered by the 
fact that rheumatoid arthritis does not occur naturally in laboratory animals, 
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and an effective method for inducing this type of arthritis in them has not yet 
been found, although some encouraging results of a preliminary nature have 
been reported. Much work remains to be done in this important basic area. 

Clinical studies of victims of arthritis needs greatly to be expanded. There are 
many unanswered questions. Why are some persons susceptible, some not? 
What are the effects of diet, environment, personality, hormone functions, 
heredity? What causes the various types of arthritis? What actually happens 
in the body when rheumatoid arthritis strikes—what conditions might be the 
precursors of an attack? If we can find the answers, then perhaps we can find 
ways to reverse or step the course of events which lead to an attack. 

Another area for inquiry involves the sociological question—the effect of 
arthritis on society as a whole. What is the role of environment in arthritis? 
When millions of our citizens are suffering from this disease it is bound to have 
an effect upon us all—economically and sociologically. Just what are these 
effects? 

We also need to know, more specifically than we do, more about the extent 
of the rheumatic diseases among our people. Epidemological studies are indi- 
cated. What we know about the prevalence of the rheumatic diseases is based 
upon rather limited and comparatively crude data. This must be remedied. 

In formulating legislation or policies providing for support of research, it 
is of utmost importance to continue to permit the responsible scientific investi- 
gator unrestricted flexibility and fluidity in pursuing a concept, in testing a 
postulate or in following a lead. The most significant contribution in the reso- 
lution of his research problem may come from wholly unrelated and unexpected 
scientific sources or disciplines. The research worker must be constantly alert 
to new discoveries, more precise methods and important developments in the 
basic sciences, and able, with a minimum of administrative entanglements, to 
take advantage of them in his own search for answers to a research problem. 
2. Medical education and training 

Because for years there was little that medicine could actually do even to 
relieve, let alone cure, those who suffered from rheumatic diseases, both the 
medical profession and the public came to regard them as something you sort of 
“had to learn to live with.” This apathy still persists, although to a more limited 
degree. It is difficult, in many quarters yet, to arouse interest in the problem. 
Medical schools still do not provide adequate instruction in the rheumatic 
diseases to either undergraduate or postgraduate students. Curricula are al- 
ready crowded with other subjects. The schools lack adequate instructors, ade- 
quate space for research laboratories, clinical investigations and training purposes, 
They must be stimulated and helped. Better and more teaching and specialized 
training must be provided. This can be done by making teaching grants to 
medical schools. 


8. Construction needs 
Funds for construction of laboratory, training, and clinical facilities must be 
made available to the medical schools which are in desperate need financially. 


CONCLUSION 


The national attack on arthritis and its related rheumatic diseases, fully 
organized for only 3 years, has brought about tremendous advances in our knowl- 
edge of, interest in, and ability to do something about this family of vicious, 
crippling diseases. Only now, after centuries of neglect, is this most prevalent 
of our chronic diseases emerging from the dark corners of the medical closet. 
Although these diseases annually afflict about 10 million of our citizens, disabling 
at least a million, it has not been recognized until recently that it poses a medico- 
socio-economic problem of the first magnitude, and our battle against it is just 
beginning. 

Although in recent years encouranging progress has been made; and although 
the medical profession, the public and the Federal Government have now joined 
in a united effort against it; and although the field is broad and new pathways 
of research which may lead to the ultimate goal have been opened up, the sum 
total of our present knowledge concerning these diseases and our present ability 
to ameliorate their terrible effects are not such as to justify any feeling of com- 
placency. On the contrary, we have learned enough to know that we will need 
more sinews to wage a successful battle. 

It remains for us to utilize now the machinery for attack which is available 
and with continued and augmented support, to broaden the attack and to conduct 
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it with all the intelligence, energy and spirit which we can command, to the end 
that we may, as soon as possible, forge the tools with which we can bring these 
ravaging diseases under control; to the day when arthritis and its cousins no 
longer constitute the most common major affliction of mankind. 


APPENDIX A 


Forty significant advances made in the United States in our scientific knowledge 
of arthritis and other rheumatic diseases since 1948 when research facilities 
and funds were substantially increased 


GENERAL 


1. Description of exact blood and nerve supply of joints. 
2. Analysis of cellular and chemical constituents, and physical nature of fluid 
in joints of different types of arthritis. 

3. Development of a satisfactory technique for obtaining samples of tissue from 
the lining of joints, suitable for microscopic examination (synovial tissue 
biopsy ). 

4. Appearance of new scientific monthly publication—Bulletin on Rheumatic 
Diseases published and distributed without charge by the Arthritis and Rheu- 
matism Foundation. Circulation over 20,000. Reaches medical students and 
physicians in America, Europe, Australia, Asia, and Africa. 

*5. Appearance of Manual on Arthritis Clinics which establishes exact diagnos- 
tic criteria for every type of arthritis and rheumatism. Adopted by the Amer- 
ican Rheumatism Association and published by the Arthritis and Rheumatism 
Foundation in cooperation with the National Institute of Arthritis and Metabolic 
Diseases, 

6. Two revisions of Primer on Rheumatic Diseases by the American Rheu- 
matism Association, bringing the medical student and physician up to date on 
newer concepts of these diseases. 


CORTISONE, HYDROCORTISONE, AND ACTH 


1. Synthesis of cortisone achieved. 

*2. Synthesis of radioactive cortisone and hydrocortisone which makes possible 
detection and measurement of minute amounts of hormone in blood, urine, and 
tissues. 

3. Discovery of striking clinica! effects in rheumatoid arthritis, rheumatic 
fever, gout, and lupus erythematosus. 

*4. Discovery of important influence on growth of connective tissue 

*5. Knowledge of metabolic and physiological changes induced by these 
hormones. 


RHEUMATOID ARTHRITIS 


*1. Discovery of new diagnostic blood test for rheumatoid arthritis 

*2. Discovery of special type of heart and blood vessel disease in rheumatoid 
arthritis. 

3. Development of ingenious methods for rehabilitation of disabled rheu- 
matoid cripples. 

4. Evaluation of new antiarthritic drug, phenylbutazone, effective in treatment 
of rheumatoid arthritis, especially when the spine is involved. 

5. New and more satisfactory procedures for surgical reconstruction of de- 
formed joints. 

6. Reevaluation of gold compound in treatment of rheumatoid arthritis. 

7. The natural clinical course of rheumatoid arthritis—charted for the first 
time. 

*S. Knowledge of heredity factors concerned in rheumatoid arthritis and 
spondylitis. 

9. Analysis and clarification of psychological factors concerned in precipi- 
tating or aggravating episodes of rheumatoid arthritis. 

10. Experimental production of subcutaneous nodules, a characteristic feature 
of rheumatoid arthritis and rheumatic fever. 

11. Adoption by the American Rheumatism Association of uniform nomen- 
clature, classification and grading of therapeutic results obtained in rheumatoid 
arthritis. 


See footnote on p, 444, 
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GOUT 


1. Discovery of a relatively nontoxic drug, benemid, which effectively reduces 
the excessive uric acid content of all tissues in a gouty patient. Tor the first time 
in the history of medicine a method is available for causing the disappearance 
of harmful uric acid deposits (tophi) from vital structures. 

2. Discovery of a drug, phyenylbutazone, which reduces the uric acid content 
of the blood and quickly terminates acute attacks of gouty arthritis. 

*3. Development of precise methods for measuring uric acid content of body 
and tracing the synthesis and breakdown of uric acid in normal persons and 
patients with gout. 

*4. Knowledge as to the nature of the inborn error of purine metabolism in 
gout. 

5. New concepts of the nature of the hereditary factors concerned in the inci- 
dence of gout. 

OSTEOARTHRITIS 


1. New and more satisfactory surgical procedures for reconstruction of hip 
joints destroyed by osteoarthritis. 

2. New knowledge concerning metabolic changes in cartilage of joints which 
precedes and promotes aging process characteristic of osteoarthritis. 

3. Analysis of role of hereditary factors in development of osteoarthritis. 

*4. Discovery of role of certain hormones and dietary factors in osteoarthritis 
in experimental animals. 


ARTHRITIS CAUSED BY MICROBIAL INFECTIONS 


1. Effective antibiotic therapy has controlled bacterial infections to such an 
extent that microbial invasion of joints from remote foci of infection has become 
rare. 

CONNECTIVE TISSUE 


1. Description of ultramicroscopie structure of connective tissue fibers as seen 
by electron microscope. 

*2. Description of complex chemical nature of ground substance in which con- 
nective tissue fibers are embedded. 

*3. Development of special dyes which selectively stain certain components 
of normal and pathological connective tissue fibers and ground substance and 
thereby identify the chemical nature of these structures (histochemistry). 

4. Discovery of biochemical requirements for synthesis of connective tissue 
fibers. 

COLLAGEN DISEASES 

1. Discovery of diagnostic test for lupus erythematosus, a fatal disease of 
heart, kidneys, blood vessels, connective tissue, and joints which heretofore was 
frequently unrecognized and undiagnosed. 

2. Production of changes in blood vessels and connective tissue of experimental 
animals which closely resemble lesions observed in collagen diseases. 

*3. Description of chemical nature of changes in blood vessels, connective 
tissue fibers, and ground substance encountered in collagen diseases. 

4. Revision and clarification of clinical concepts of the diseases included in 
this group and their interrelationship. 

Dr. McEwen. It seemed to me that I might best begin our discus- 
sion today by briefly summarizing some of the points which are made 
by the individual statements. 

I believe, Mr. Chairman, that you want this hearing to be on an 
informal basis. 

It seems to me that one of the most important things we must do 
first is to establish the importance of this group of diseases that com- 
prise arthritis and rheumatism in this country. 

With that in mind I have jotted down here some figures which I 
think are especially well designed to show the magnitude of the 
problem. 


*Projects supported in whole or in part by grants-in-aid from the National Institute 
of Arthritis and Metabolic Diseases. 
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First, this group of diseases accounts for more illness than cancer, 
heart disease, tuberculosis, and diabetes put together. Now, that is 
a large statement, but the facts show it to be so. 

To be sure, only a few of these diseases lead to early death, in which 
they differ, of course, from heart disease and cancer, and I think, 
perhaps, it is due to that fact that interest on a national basis was so 

slow in coming to these diseases. 

Someone has said that they deprive life of everything that makes 
it worth living, but they have not hs id a terrific impact as being a com- 
mon cause of death. To state the magnitude of the problem in a 
somewhat different way I would say that today in the b nited States 
they afllict more people, they crip ple and disable more people and 
bring more pain than any other organic disease. 

The number of victims each year of arthritis and rheumatism is 
10 times those of diabetes, 10 times those of tuberculosis, and 7 times 
those of cancer. 

1 am talking now, you understand, in terms of disability and not of 
death. 

Altogether there are about 10 million victims of arthritis and rheu- 
matism in the country as of now, and of that 10 million about 1 million 
are permanently disabled. 

Thinking in terms of manpower, and these figures were derived 
from a study made by Woolsey and others, studies which were reported 
by the United States Public Health Service, and similar figures which 
vive the prevalence of these diseases show that the manpower lost each 
year in the United States alone amounts to 156 million days or the 
equivalent of an army of 400,000 people continuously out of work. 

Irom the st: indpoint of cost I would like to cite the followi ing data. 
First, medical care alone for these people comes to about $100 million 
a year or slightly higher. 

One-half billion dollars yearly is estimated to be the loss from 
wages and salaries. 

The Federal Government itself is estimated to lose some $77 million 
in income taxes from people who are out of gainful occupation because 
of these diseases, and about another $75 million is spent each year in 
outright subsidies and other relief benefits, so that in terms of the 
human misery they cause, in terms of the total manpower lost to 
industry, and in terms of just plain disease and dollar loss these figures 
which I have cited, and which I believe are as accurate as data of this 
kind can be, show the magnitude of the enormous problem which is 
presented by these diseases. 

Now, what are the diseases that cause all of this misery? Arthritis 
and rheumatism compose a somewhat amorphous group, and from 
time to time different diseases are added to it, such as recently, for 
example, the so-called collagen diseases were added, a group of dis- 
eases not common and which a few years ago would not have been 
thought of as being associated with arthritis and rheumatism. Today, 
through the work which has been done it has been shown that they 
ure diseases of connective tissue like rheumatism and arthritis, and 
are now included in this group. 

Although the rheumatic-disease group is somewhat amorphous, 
one in general can speak of the following types of arthritis and 
rheumatism : 

39087—53—pt. 2—--2 
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First there is rheumatoid arthritis, perhaps the most seriously 
disabling disease of them all, which affects people in all ages of life 
from childhood on up to old age. Then there is the disease called 
osteoarthritis, or degenerative joint disease, which is a great trouble 
of the elderly, a disease which every one of us gets if we are fortunate 
to live long enough, and a disease which begins to show its manifesta- 
tions mic roscopically at the age of 30 to 40, and which advances as 
one gets older, and is similar to those other changes like our graying 
hair. and hardening of the arteries, which come as we grow older. 

I am not saying very much about these diseases professionally as 
we go along, because Dr. Ragan will do that in a few minutes. 

Then there is rheumatic fever, which you have already heard about, 
I am sure, from those who spoke to you about heart disease, because 
although it is a form of arthritis, it also is one of the most important 
causes of heart disease, and it is an area in which those who are 
interested in heart disease, with those who are interested in rheumatic 
disease, are cooperating. 

Then there are the so-called nonarticular forms of rheumatism, 
with some very disabling and painful conditions like bursitis, my- 
ostitis, and forms of rheumatism which affect not so much the joints 
themselves as the connecting and supporting tissues around the joints 
and muscles. 

Then there is a disease which the funny papers have tried to make 
a source of humor which, believe me, is no joke to anyone who has 
suffered with it, gout, one of the most painful and disabling diseases 
that there are. A disease, I might add, which is generally of interest 
to those working in rheumatic diseases and arthritis and to those who 
are concerned with metabolic diseases. 

Then there is that group of collagen diseases which I mentioned a 
few moments before, and which are so universally fatal. 

Now, so much, then, for the diseases. 

I would like to say just a word about how we have come to the 
position we occupy today in the organization of the attack on the 
rheumatic diseases. 

In spite of the enormous importance of it, and in spite of the fact 
that it is one of the oldest diseases of aint and in spite of the 
fact that Egyptian mummies, the oldest mummies we have, showed 
that they suffered from rheumatoid and osteoarthritis aw: ivy back in 
those days, and in spite of the magnitude of the problem and antiquity 
of the disease, it was not until 1928 that a serious effort began to be 
made, and it was just a beginning, on a national basis with the forma- 
tion in this country of the American Committee for the Control of 
Rheumatism. 


That was a small committee. and it was not ve ry long before it 
was obvious to everybody that what we needed was an organization 
that could bring more people who are interested in the disease to- 


gether, and out of that, in 1930, was born the Acad th Rheumatism 
Association. 

That is a professional body consisting of physicians who have 
dedicated themselves to the study and treatment of this disease. 

Although it includes practically every "physician in the country 
who is concerned with a study of the disease, and most of those who 
have a passing interest in it, the membe rship is only 800. That repre 
sents one of the problems we face which we will touch on later 
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Then, because it was obvious that the layman, too, had a deep interest 
in the importance of these diseases, a body of physicians and laymen 
called the Arthritis and Rheumatism Foundation was established 
in 1948 for the purpose of raising funds and leading the way in pro- 
fessional and public information and education about this important 
group of diseases. 

Then, as you of course know, in 1950, after months of study by this 
House Committee on Interstate and Foreign Commerce, there was 
passed the Omnibus Medical Research Act on August 15, 1950, which 
authorized the establishment of the National Institute of Arthritis 
and Metabolic Diseases, and you will hear more about that today. 

Thus, by 1950, there came about three important agencies in the 
country working in this field; first, the American Rheumatism Asso- 
ciation, a professional body concerned with the education of its own 
members and advancement of knowledge of the disease through that 
means. 

Secondly, the Arthritis and Rheumatism Foundation, a great civil- 
jan organization for disseminating information about the disease to 
the public and raising funds to carry on the attack against the disease, 
and third, the National Institute of Arthritis and Metabolic Diseases 
which, in the short time it has been been in existence has done such a 
magnificent job, both within its own walls, and through these grants- 
in-aid to other institutions throughout the country in advancing the 
knowledge of these diseases. 

I think that we could summarize the present situation, Mr. Chair- 
man, and gentlemen of the committee, about like this: In the short 
period of years since 1948 the public attitude about these diseases 
has changed from one of almost complete apathy, except on the part 
of those who have the disease or who had relatives who had the disease, 
to one of real interest. 

I think that both the Arthritis and Rheumatism Foundation and 
the National Institute of Arthritis and Metabolic Diseases have played 
a great role in making the country aware of the importance of these 
diseases and in overcoming some of the apathy about them. 

Irom the standpoint of the medical profession the situation has 
changed from one of almost as great a disinterest as was the case of 
the general public, to one of real hope that something now can be done 
about these diseases, and consequently an interest in the diseases and 
a desire to do research in them. 

Still, however, there are only about 200 arthritis clinics in the whole 
country today. 

I think almost all of those clinics are in 7 or 8 of our major cities. 

The Arthritis and Rheumatism Foundation is encouraging the 
formation of new clinics throughout the country, and doing a very 
fine job in that, but still we have an pceruent way to go. 

As to the funds for research, if I may briefly give you some figures 
on that, Mr. Chairman. In 1946, and these figures origin: ally came 
from a study which was made by the National Research Council on 
behalf of the American Rheumatism Association back in 1918, and 
later from data collected by the Arthritis and Rheumatism Founda 
tion. In 1946 the total amount of money spent on research in the rheu- 
matic diseases, exclusive of research on rheumatic fever, was about 
$45,000, and so far as I can tell none of that was governmental. It was 
all from non-Government agencies. 
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In 1948 the figure had risen to about $300,000, and about half of it 
came from the USPHS. 

In 1952 the total figure had grown to about $1,100,000, of which 
about $800,000 came from the National Institute of Arthritis and 
Metabolic Diseases, and the remainder came through funds raised by 
the Arthritis os Rheumatism Foundation and a local organization, 
not national, but a local Masonic Foundation for Medical Research 
in New York State and various other local funds throughout the 
country. 

We estimate that for the fiscal year 1954 the figure has now grown 
to about $1,600,000, of which about $1,200,000 will come from the 
National Institute of Arthritis and Metabolic Diseases, and the re- 
mainder through various other nongovernmental agencies that I have 
mentioned. Just the citing, Mr. Chairman, of those figures, shows 
what an important impetus has come into this study in these last few 
years, since 1948, and the large role that the National Institute of 
Arthritis and Metabolic Diseases of the Public Health Service has 
played in this enormously important problen. 

One of the very greatest problems, which I will not say anything 
about further, because it is going to be the burden of my rem: arks ina 
few minutes when I get spec ific ally to my own statement, are prob- 
lems in the field of teaching. Speaking as the dean of a medical school 
I am all to conscious of the deficiencies that there are in that field, but 
I will save those remarks until later. 

Finally, I would like to just close this simple statement by speaking 
of the effectiveness of current methods of providing Government 
support to research in these diseases. So far as I am able to see, and 
I am on the medical and scientific committee of the arthritis and 
Rheumatism Foundation and the American Rheumatism Association, 
and I am well acquainted with the work of the National Institute of 
Arthritis and Metabolic Diseases, there is no undesirable competition 
or overlapping in the function of these three important bodies. 

By design, a certain amount of overlapping in membership on their 
controlling committees has been established. Mr. Floyd Odlum, for 
example, who is chairman of the Arthritis and Rheumatism Foun- 
dation, is also a member of the National Advisory Council on Arthri- 
tis and Metabolic Diseases of the United States Public Health Service. 

Dr. Bunim here, who is in charge of the National Institute’s pro- 
gram in arthritis and rheumatism, is also a member of the executive 
committee of the American Rheumatism Association, and of the medi- 
cal and scentific committee of the Arthritis and Rheumatism 
Foundation. 

The key people in the several organizations are able to see that 
undesirable overlapping does not occur, and that there is a coordina- 
tion of the whole ef flort, which I must say is most cordial and helpful 
in every area. I have seen it in operation. 

As the dean of a medical school I have profound admiration, sir, 
for the way in which the United States Public Health Service has 
handled its important work in the research field. I know of no grants 
that we in the medical schools or research institutions throughout the 
country can handle with greater academic freedom—freedom from 
constrictive red tape—th: an those which are granted to us through 
the United States Public Health Service through the various national 
institutes. 
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The private foundations are no more farsighted and wise, in my 
opinion, in this field, than are the governing bodies of the United 
States Public Health Service. 

I would think that in most instances the study that is given to appli- 
cations for research grants is even more carefully done by the United 
States Public Health Service than by most of the foundations. 

To cite the example of how it is done, every grant, for example, 
that is submitted to the United States Public Health Service, as an 
application, is scrutinized first by a study section consisting of non- 
governmental scientists who are experts in the basic science field in 
which that study would be made. For example, presuming it is one 
having to do with chemistry, it would go to a body with many 
chemists on it. 

Secondly, after that study, if it is found to be technically sound, is 
approved, it is then submitted for study again by a council set up on 
a Snes basis. For example, we have the Council on Arthritis and 
Metabolic Diseases. That again consists of nongovernmental people, 
about half of whom are physicians and scientists and the other half 
of whom are distinguished laymen. 

So there is a double check on the quality and feasibility of the 
application. In short, Mr. Chairman, | think you can tell from my 
remarks that I am most hopeful about the future. 

I am deeply concerned by the immediate bottlenecks which do exist, 
especially in the teaching area, with the shortcomings there. I have 
great admiration for the way in which the problem is being tackled 
by the National Institute of Arthritis and Metabolic Diseases, and I 
have great optimism about what can be accomplished in making these 
so far, for the most part, incurable diseases curable in the future, and 
no longer such a threat to our country as they now are. 

With those remarks, Mr. Chairman, perhaps you would like to see 
if there might be questions at this stage. 

The Cuarrman. Are there any questions, gentlemen ? 

Mr. Heserron. Mr. Chairman? 

The Cuarrman. Mr. Heselton. 

Mr. Hesetron. Will you tell us something of what is being done in 
other countries? 

Dr. McEwen. The study that I referred to a little while ago was 
made by the National Research Council for the American Rheuma- 
tism Association, and pointed out the great extent which some coun- 
tries were ahead of us in this country. At that time, of course, 1948, 
when they made the study, we were hardly beginning to make a move 
in thiscountry. There were the Scandinavian countries, for example, 
and England, working at that time, had gone farther than we, but 
not so much in the research field. They, like us, had lagged in that, 
but they were far better organized for the care of patients with these 
diseases than we were in this country, and they are still ahead of us 
in that regard, although we are doing better. 

Mr. Hesetron. Are arthritis and rheumatism included within the 
field of medical work done under the direction of the Atomic Energy 
Commission ? 

Dr. McEwen. I do not know, sir, whether there are any grants in 
support of the research in rheumatic diseases there or not. Perhaps 
Dr. Ragan would know. 
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Dr. Racan. I do not know of any, sir. There may be an isolated 
one, but there certainly is not a major program, 

Mr. Hesevron. That is all. 

Mr. Priest. Mr. Chairman? 

The Cuarrman. Mr. Priest. 

Mr. Priest. Dr. McEwen, in view of the situation which you have 
described as a teaching bottleneck, I wonder if the funds appropriated 
by the Congress to the National Institute of Arthritis and Metabolic 
Diseases are sufficient? I wonder, if we were able to obtain rather 
considerably larger appropriations, if they could be fully utilized 
under the grant-in-aid system, unless we remove the teaching bottle- 
neck existing? I should like to have an expression from you on that 
rather broad question. 

Dr. McEwen. Mr. Priest, that is a question which those of us work- 
ing in the scientific and professional end of these diseases have 
scratched our heads over many a time. I think that the obvious 
answer to it is that there is an enormous need for more research and 
more funds for training men. Until a greater interest—and it is 
growing all the time now—among the medical students of the country 
comes into being, there is competition for those well-qualified men. 
There is competition among those of us interested in arthritis, heart 
disease, cancer, polio, or whatever it may be, for the men who are 
really keen young investigators, and that is going to be a difficult 
problem, because there is more work that needs to be done than there 
are trained people to do it. 

My own feeling about it, in answer to your specific question, is this: 
We know now that the funds available at any time have been far 
insuflicient to meet the research needs of the applications submitted 
for research projects. We know that so far we have been able to 
find the men and the tools to do the work. 

I think in any continuing program—like the one of the NIAMD 
or the ARF or the American Rheumatism Association—there has to 
be a balanced program for each year. We must balance the funds 
we ask for research in terms of the total number of men that we 
can train. 

I think that so far this is progressing well. Surely, we could use 
more in research today than is available through the NIAMD’s funds. 

3ut I think it would be silly to say: “Multiply it by 10.” 

If we did that there would not be the men to carry it out; until 
we can also go on with a training program and train more men. 

Mr. Priest. Your conclusion, as I gather it—and I think my own 
conclusion—is that we well might, in considering future appropria- 
tions, emphasize somewhere anne the line some additional fellowship 
grants and training grants. I do not have the details of the program 
in mind, but it seems to me that that would be one approach, at least, 
to tie it in with the appropriated funds; and additional emphasis on 
grants for fellowships and training. 

Dr. McEwen. That is so, Mr. Priest, and there is one other even 
more basic need, I think, than that. That is at the undergraduate 
teaching level, which I would like to speak a little more about later on. 
I think it is the bottleneck in this situation right today. 

Mr. Priest. That is all, Mr. Chairman. 

Mr. Cartyie. Mr. Chairman ¢ 

The Cuatrman. Mr. Carlyle 
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Mr. Carryie. Doctor, before we go too far into the discussion of 
this important subject I should like to know the basic difference 
between rheumatism and arthritis. 

Dr. McEwen. That is a good question. I think many people, when 
they hear the names “arthritis” and “rheumatism” wonder what the 
difference is. 

May I say that generically the term “rheumatic disease” is a very 
broad term. It includes arthritis, rheumatism, the collagen diseases, 
and all those things I referred to such as rheumatic fever, gout, and 
so on. Specifically, when we speak of arthritis and rheumatism, 
arthritis consists of the various diseases within the rheumatic-disease 
category which damage the joints themselves. There are a number 
of those, such as arthritis, osteoarthritis, gout, tuberculous arthritis, 
and syphilitic arthritis, all caused by different microorganisms. 

Mr. Cartyie. Basically they are the same ? 

Dr. McEwen. They are the same in the sense that they are all 
diseases which, although the »y affect the body as a whole, have a major 
manifestation which is shown through their effect on the joints 
themselves. 

In contradistinction to that, rheumatism includes that group of ail- 
ments, very painful but usually less disabling, in the sense of long 
disability, which manifest themselves through lesions in the structures 
around the joints; the muscle, the bursae, the fibrous tissue around 
the joints. 

Mr. Cartyte. Neither will kill you; is that correct? 

Dr. McEwen. Well, if one includes the collagen diseases in one 
or the other of those categories they do. Rheumatic fever, which 
damages the joints and also the heart and other tissues, will kill you. 
But most of these diseases do not kill quickly. They shorten life, 
as a rule. 

Mr. Cartytr. They cripple you and make it easier for some other 
disease to take over ? 

Dr. McEwen. That is correct. And I am sure they often make 
their victims wish they were dead, perhaps. 

Mr. Cartyie. Thank you. 

Mr. Douiiver. Mr. Chairman. 

The Cuatrman. Mr. Dolliver. 

Mr. Do.utver. I just want to follow this up, Doctor. You have 
given us some notion of the difference between arthritis, rheumatism, 
rheumatic fever, and gout. What are these collagen diseases you 
talk about ? 

Dr. McEwen. Down through the years there have been a number 
of diseases classified by the pathologists and clinicians as collagen 
diseases. One of them would be lupus erythematosus. Another would 
be scleroderma. Another would be periarteritis nodosa. Another 
would be dermatomyositis. 

Those are diseases which, although they are different in some mani- 
fests ations, are all fats ul, and they yall have one feature in common, and 
that is that the major damage is done to the connective tissues widely 
spread throughout the body; the collagen or connective tissues of the 
body. It is that point in common which links them with rheumatoid 
arthritis and rheumatic fever, where again the major damage is to 
those connective tissues. 
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Mr. Dotitver. Do I gather from that statement that rheumatic 
fever is a collagen disease ? 

Dr. McEwen. Rheumatic fever is; and so is rheumatoid arthritis. 
They are included by many people among the collagen diseases. 

Mr. Dotxiver. Is there any evidence that some of these different 
diseases are caused by an infection ? 

Dr. McEwen. That is one of the most brilliant parts of the record 
of cure, which shows what can be accomplished when we know the 
cause of the disease, Mr. Dolliver. There is a disease known as 
gonococcal arthritis, caused by a germ getting into the joints. At the 
present time that is practically wiped out. 

When I was an intern in the wards of Bellevue Hospital back in 
1926 or 1928 there would be 3 or 4 cases in every ward. Practically all 
of them went on to severe disabling  destr uctive changes in the joints. 

With the antibiotics this is one group of rheumatic diseases we can 
really say is conquered now. 

Mr. Dotttver. Because of the fact that you know how to control 
the germ that causes it ? 

Dr. McEwen. First, the cause of them was known. And, secondly, 
a cure for that cause was discovered. 

Mr. Dotutver. Has the hypothesis that all these diseases are germ- 
caused been completely explored, or is there a certainty about that? 

Dr. McEwen. I think Dr. Ragan will probably speak to that point. 

Mr. Doturiver. All right. 

Dr. McEwen. But I can say now that it has been explored minutely 
over the years and there is very little evidence that would suggest that 
most of that major group that I spoke of, with the exception of rheu- 
matic fever, which is related to the infection of the hemolytic strep- 
tococci, probably are related to bacterial infection. Probably they are 
not. 

Mr. Dotutver. I have known some individuals, friends of mine, who 
have used just the common, ordinary aspirin for relief from the pains 
of arthritis. Is that a medically recognized procedure? 

Dr. McEwen. I smiled at Dr. Ragan, because he and I were on a 
panel at Garden City, a meeting before a county medical society, and 
under the auspices of the Arthritis and Rheumatism Foundation, by 
the way, in which that question was asked; and both he and I agreed 
it is one of the best medicines we have still for the rheumatic diseases. 

Mr. Doturver. It is merely a pain reliever, is it not? 

Dr. McEwen. It is a pain reliever. It probably to some extent 
relieves inflammation as well as the pain itself, but it does not cure. 

Mr. Dotutver. I think that is all, Mr. Chairman. 

Mr. Cartyte. Mr. Chairman, I have one other question. 

The Cuatrman. Mr. Carlyle. 

Mr. Cartyte. Doctor, I understand that you are dean of one of the 
major medical schools of this country. Could you tell us approxi- 
mately how much Federal assistance—speaking now of money—your 
school has received in the last 5 years? 

Dr. McEwen. Yes, sir, Mr. Carlyle. These are not exact at all, 
but these are some figures that I have recently gotten together for my 
annual report to the chancellor of the university. 

In 1949 the total research budget—that is, the total of research 
grants to our medical school for all diseases—from all sources— 
foundations, the Government, and so on—was about $1.2 million. Of 
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that something over $300,000 came from the United States Public 
Health Service, and about $100,000 from other governmental agencies 
like the AEC, the Army, the Navy, and so on. Of that amount $1,000 
of the governmental grants—but more from nongovernmental—went 
to combat the rheumatic diseases. Only $1,000 of “government: al funds 
went to combat the rheumatic diseases. 

Mr. Caririte. You have just anticipated my next question. That 
disease was, for all practical purposes, then, absolutely neglected, was 
it not? 

Mr. McEwen. That is right. If we give you the figures for 1953- 
54, the academic year now in session, you will find a very different 
picture. 

Let us take 1952-53. I have complete data for that. The total 
was $1.6 million from all sources for all fields of research. Of that 
about $600,000 was from governmental sources, of which about $430,- 
00 was through the United States Public Health Service and $178,000 
through other governmental agencies. Of that there was $113,000 this 
time, all from the United States Public Health Service, in the field 
of rheumatic diseases. 

In other words, of the $428,000 received through the United States 
Public Health Service in 1952-53 about $113,000—in other words, 
about one-fourth of it—went for research in the rheumatic diseases. 
That shows the stimulus of interest. 

I would like to point out, however, before you take that as an 
example of what is happening all over the country, that our school is 
one of the small number in the country in which there has been this 
interest in the diseases. I mean, the fact that I am here today shows 
that. 

Ever since I was a little boy my father had rheumatoid arthritis. 
I grew up with it. I have known the problem. The reason I wanted 
to study medicine was to do something about the disease. I cannot 
remember the time when my father could walk. 

He was a doctor, too. He lived between two rooms; his bedroom 
upstairs and his office downstairs. We had a little hand-rope elevator 
that led between those 2 rooms, and Dad just lived between those 2 
rooms. 

He had been trained asa surgeon. He turned to pediatrics because 
he could not get up to go to a table to even examine a patient, let alone 
operate. He had a little stand on wheels that would roll over his lap 
and a child or a baby could lie on that and he could examine it. He 
put a couple of children through college and medical school in that 
way. 

I say that not to be sentimental, but to make the point that up to 
recent years the people who were interested in these diseases were 
those who, like me, grew up with them or had seen what they could do. 

In our school we have for a long time been deeply interested in this. 
But it is only now that throughout the country as a whole this interest 
is beginning to be felt. 

Mr. Cartytez. That is all. 

Mr. Hesevron. Mr. Chairman, may I ask a further question ? 

The Cuarrman. Mr. Heselton. 

Mr. Hesettron. Doctor, do you have any comparable figures as to 
contributions made by industry in those years to your school? 

Dr. McEwen. I do not have the figure broken down in this w ay, 








454 HEALTH INQUIRY 


and I could only give you very general figures. We have, of course, 
in recent years the funds that have been provided through the National 
Fund for Medical Education, which is largely supported by industry. 
And there have been individual research grants of real importance 
to us. But up to now there is very little in the field of rheumatic 
diseases—very, very little indeed in the field of rheumatic diseases. 

Mr. Hesevron. I asked you that question particularly because of 
your testimony. There is a great loss to industry in terms of people 
suffering from these diseases. 

Dr. McEwen. I hope General Kenney will say something about that 
a little later. I think we have just got to make industry more aware 
of the important stake it has. Through the effort of General Kenney, 
they are beginning to be persuaded, but there is still a long way to go. 

Mr. Winxiams. Mr. Chairman? 

The Cnarrman. Mr. Williams. 

Mr. Witurams. Doctor, I have heard and read quite a bit about a 
miracle drug that has come out in the last several years, called, I 
believe, ACTH, or something like that. Do you know what I am 
talking about? 

Dr. McEwen. Yes, sir. 

Mr. Wiiu1aMs. I understand that the Foundation Hospital in New 
Orleans uses it quite a bit, experimenting with it, and I suppose it 
has been used universally all over the country. What degree of suc- 
cess has been obtained with the use of that drug? 

Dr. McEwen. ACTH, or corticotropin, is the name of it. Its effects 
are similar to cortisone. It starts one step farther back. 

We do not know how directly cortisone works, but let us say that 
it works at this level, and ACTH works a step behind that by stimulat- 
ing the adrenal cortex to put out cortisone. Really, the effect you get 
in the rheumatic disease from ACTH is not that of the ACTH itself, 
but through the cortisone that 7 bonny ates the body to put out. 

What one could say about ACTH and its good features and bad 
would be similar to those of aeioons: with this exception, that corti- 
sone can be given by mouth. ACTH up to now can be given only by 
injection. ‘That is no handicap in an acute illness, but for a disease 
where a person will have to take medicine day in and day out for 
months and months a medication given by mouth is a great deal more 
pract ical and comfortable. 

Mr. Witxiams. Both of these treatments are rather expensive? 

Dr. McEwen. Both are rather expensive. Of course, the price has 
comhe down considerably since the days of the first discovery, but they 
are still quite expensive. 

Mr. WitutaMs. Are both of these used universally, or are they safely 
prescribed by the general practitioner out in the country? Are they 
available to them, or should they only be applied for use by specialists 
in that particular field ? 

Dr. McEwen. They now can be used by everyone. They are ap- 
proved for use by everyone; I mean, by every physician. They can be 
a Lined only on prescription and have to be used under the direction 

a physician, but any physician can use them. 

Me Roserts. Mr. Chairman? 

The Cuarman. Mr. Roberts. 

Mr. Roserts. Doctor, you may take the benefit of the fifth amend- 
ment if you desire not to answer this question. 
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Dr. McEwen. I would not dare do so in Washington. 

Mr. Ronerrs. But one of my colleagues just called to my attention 
the fact that about one-third of the funds that have been made 
available have been Government funds. I wonder if you are free to 
express yourself on this: How do the members of your profession feel 
about the entry of the Government into this field through this Govern- 
ment aid? 

Dr. McEwen. That is a question which certainly every medical 
school dean is very conscious of, as well as almost every physician. 
I might say, for my own part of the record, that I was one of those 
who was bitterly disappointed when the hoped for governmental aid 
to medical education sort of died on the vine. I am not one of those 
who worries about that. Maybe that in the eyes of many physicians 
would make me a bad witness. 

Whatever the feelings of the profession, or various segments of the 
profession, has been on the si a of governmental participation in 
medical practice—and that is practically universal—and whatever the 
feeling may be about the doubts that some medical educators have 
concerning the wisdom of governmental grants-in-aid of medical edu- 

cation, I have never heard or almost never heard any question at all 
raised about the governmental grants-in-aid for research. I think 
one of the reasons is that it got started ear ly, and it has been so splen- 
didly administered that there could not be any criticism of it. The 
criticism got nipped before it ever could have started. It has been 
well done. 

Mr. Rozerts. In other words, do you feel that if we restricted our 
efforts, so to speak, to the matter of research, that we could steer clear 
of any accusation that this is socialized medicine? 

Dr. McEwen. I think there is no question about 

Mr. Roserts. Thank you, sir. 

The Cuarrman. Any further questions, gentlemen ? 

Doctor, it has been very gratifying indeed to the members of this 
committee to hear you so freque ntly during the course of your testi- 
mony relate your confidence in the work of the National Institute. 
Of course, you are aware that this committee was responsible for the 
institution of that research program which is now carried on, and those 
of us who have had the opportunity of serving on this committee for a 
considerable number of years have gone along with that program from 
the beginning until the present, and it has proved equally satisfactory 
to all of us in its ability to fulfill what we had hoped would be accom- 
plished by it. The only regret that we do have has been the failure 
of Congress at times to fully appreciate the importance of this research 
which is being carried on by the National Institute as a on we 
may say, of research in general throughout the country; or at least a 
coordinating influence. 

My good friend Mr. Priest, who has been a member of this committee 
for some time has devoted himself for years to that particular pro- 
gram. He has made a very great ccuiiaiietiin to it. I am certainly 
glad that he was here this morning to hear your words of commen- 
dation. 

Dr. McEwen. So am I. 

The Cuarrman. If I may, I should like to ask a question or two. 

You may be seated. I realize you have been standing for a very 
considerable period of time. 
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This may be a question where you would want to take advantage 
of the fifth amendment, although it would be for a different reason 
than the others have. It would only be a question of modesty which 
would prevent you from testifying, probably, as well as grace, in 
regard to medical schools in general. Only that would preclude you 
from making an answer. If it is embarrassing do not hesitate to say 
so and refuse to answer, without regard to the fifth amendment. 

In your opinion, are the medical schools of this country giving the 
subject of rheumatic diseases adequate time and attention in their 
curricula ¢ 

Dr. McEwen. I have to stand up for that one, sir. 

I think the answer is “No.” The reason why is what I would like 
to bring out in the remarks I am scheduled to give a little later, when 
we discuss the phase of medical education in this problem. 

The Cuarrman. If you wish to answer this question in the same 
way, do not hesitate to do so. 

Do you think the average practicing physician in this country is 
adequately trained to take care of an arthritic patient? That is, do 
we have enough specialists in this field? Do we have enough clinics? 
How do we compare to England in this respect ? 

Dr. McEwen. That is always a difficult question to answer, because 
you have to define what is “adequate,” do you not? I would say this: 
That the average physician in this country, I would think, is probably 
as competent to take care of these problems as the physicians of most 
any other country. But if you think in terms of adequate care being 
that care which makes use of the latest information and the finest 
skills in it, then certainly the answer is that there are a very small 
number of physicians in this country who are fully skilled in these 
diseases. 

Again, I think it depends on how you define the word “adequate.” 
I think the average physician, yes, would give adequate care, but not. 

the best care that could be had if he had had more experience with 
these particular diseases. 

The Cuarrman. How could that condition be ameliorated or im- 
proved ? 

Dr. McEwen. I think, sir, that stems right back to our medical 
schools, to begin with. That is the first place. 

Of course, let me make myself clear again about this, because this 
is the kind of question where an answer I have given could be easily 
misinterpreted. 

There is not any phase of medicine in which one cannot say that 
some men are better qualified than others. By the very fact that he is 
especially qualified in one narrow subject, by the fact that one mind 
can only hold so much, it means at the beginning, a priori, that he is 
less well equipped than somebody else in some other field in which 
that man specializes. 

I think that through better education in our medical schools and 
hospitals, which is coming with certainty, the average general prac- 
titioner of our country can greatly improve his own ability to take 
care of patients with arthritis and rheumatism. I think that he is 
doing as good a job as can be done in any country in the world today; 
but. it can be better, a lot better; and that is not a criticism of the doc- 
tor, obviously. 
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The Cuarrman. Do you have in mind any program of a legislative 
character, acting through Government agencies, which could improve 
the situation with respect to the number of specialists or a more gen- 
eral diffusing of knowledge among practitioners, or through the use 
of clinics, which would improve this situation ? 

Dr. McEwen. I am not sure whether this comes under the heading 
of legislative need or not, Mr. Wolverton, but the thing that occurs 
to me is this: From where I sit as the dean of a medical school facing 
this problem, which to me is the basic one, the bottleneck today in our 
whole program of training more physicians who will be interested in 
these diseases and hence go on to research in them, is in teaching grants 
and construction grants. To me the great needs are for teaching 
grants and for construction grants. I will put them in that order. 

We already have, through the Arthritis Institute, the grants-in-aid 
of research and some grants for traineeships and for fellowships. 
They all, we hope, will be expanded; but at the present time there are 
three types of grants that I think ought to be made which are badly 
and urgently needed. One is at the undergraduate level, like the 
teaching grant that has been made in the case of cancer and heart 
disease, which has done so much. Secondly, there is the graduate 
level, although there are traineeships and fellowships today, which 
are on an individual basis. I think what I woul refer to as an insti- 
tutional traineeship is a highly desirable thing for an institution or a 
group like mine, for example. We have a large group, just as all the 
gentlemen around this table have, of men who are working in the 
rheumatic diseases. If we could have a small lump sum to give, to 
pick out the men ourselves and give them the stipend for their train- 
ing, it would facilitate matters. It makes it somewhat easier to get 
the person than on the other type of traineeship where the person is 
selected essentially by the Arthritis Institute. 

I am not speaking against the present plan at all. If it were a 
matter of one or the other, I would rather see the present plan con- 
tinued ; the traineeship and fellowship selected through the commit- 
tees of the NIAMD. But I think a certain number of institutional 
traineeship and fellowship grants would be useful. 

The other point would be construction grants. If legislation, Mr. 
Chairman, is required to make it possible to give that type of grant 
over and above the research grants that now can be made, then I think 
legislation is needed, but I do not know whether that is a question for 
legislation or not. 

The Cuamman. Would you explain just what you mean by con- 
struction grants? 

Dr. McEwen. Well, Mr. Chairman, I think, if you will permit me, 
all of this bears so much on what I was going to say later on, that if 
the rest of the group does not mind we will really save time if I say 
it now and get it out of the way, because it all hinges on this same 
point. 

In the case of teaching and in the case of construction the fact of 
the matter is that there are only in this country today a handful, 
perhaps half a dozen, medical schools where they have full-time men 
on their regular staff devoting their attention to the rheumatic diseases. 
Now, there are many, many medical schools—practically all medical 
schools in the country—which have some splendid and devoted part- 
time men who make their living in practice and devote some time each 
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day to the hospital and teaching work, who are expert in rheumatic 
diseases. But, important as they are, the whole trend of modern 
medical education is that the person who makes the impact on the 
young student is the full-time man who is with him all day long, in 
the same way that the man who attracts the research grants is the 
full-time man. How often does a foundation or the United States 
Public Health Service entrust to an individual in private practice, let 
us say, a large sum for research? Itis not often. There are brilliant 
exceptions, where m: ignificent use is made of this, but by and large 
they do not have the time for this sort of thing that the full-time 
man has. 

Be that as it may, the fact remains that the impact on the student is 
made by the full-time man. Well, one can say: 

“Then why are there only a handful of medical schools in this 
country where they have such full-time people paid from the budgets 
of the institution who are working in this field ¢” 

I think there the answer is easy, too. If you look back to the history 
of medical education in this country you will find that at one time, not 
so terribly long ago, 50 years ago or so, most of the schools in the 
country were the so-called proprietary schools. ‘They were actually 
out to make money. Any group of doctors could get together and 
say: “We are a medical faculty,” and start giving classes. That was 
about the way that 1 should now say: “I will become a concert vio- 
linist.” It is not done by edict that way. 

That period was the low point in American medical education. 
That period was overcome, and the medical schools became parts of 
the universities, and the universities began to put money into the 
budgets of those schools rather than having them money-making 
institutions. 

The first money went to the development of the basic science depart- 
ments; chemistry, anatomy, microbiology, and so on. It was only 
relatively recently, in the case of Johns Hopkins University Medical 
School, about 1910 or so—I am guessing at that date—that they began 
to put in full-time men in the clinical fields. 

i that grew and there were more full-time men working on the 
faculties of the medical schools, it is just natural that they were 
selected from the eager young scientific people of their time, and they 
were men working in those fields which at that time were of current 
scientific interest. There was heart disease, which the Dutch and 
the British physiologists and clinicians had made so exciting at i 
time. There was microbiology, which Pasteur and his followers had 
begun to do such great work in. There were the infectious diseases, 
in other words. There was diabetes. As they came along, with great 
scientific interest. 

The result was that all this time the rheumatic diseases were really 
the stepchild of medicine. The public was not interested in them, 
and the profession was not much interested in them. 

It was not until recently that any professor of medicine who has 
the money to spend on a new addition to his staff would have selected 
a man who had had experience in this and who had done his major 
work in rheumatic diseases. He was selected from one of these other 
fields. 

The result is that the medical student sees a fine group of full-time 
men doing exciting work in research on heart disease, cancer, tuber- 
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culosis, diabetes, and this and that. He sees practically nothing going 
on in this field and he makes scientific commitments in his under- 
graduate days which lead him to a career in heart disease and these 
other areas—not in the rheumatic diseases. Of course, now that the 
professors of medicine of our country would like to bring in full-time 
people on their staffs to do work in arthritis and rheumatism, you 
probebly all know what the present financial situation in the medical 
schools is. There just is not the money to add new people. We really 
will have to wait now, as I see it, and as people retire, I think we can 
expect a certain number of replacements to existing faculties to come 
from those who are working in the rheumatic diseases, but that is 
going to take a long time to really make much of an impact. 

That is why I feel, Mr. Chairman, it is so important that teaching 
grants to the medical schools be made in order to enable them to add 
people, of course, in arthritis and rheumatism, to their staffs, just as 
the teaching grants in cancer and heart disease. I am making the 
point that important as has been these teaching grants in cancer and 
heart disease, it would be even more important in the rheumatic 
diseases, because almost every medical school in the country had some 
kind of a minimum project going on in cancer and heart disease at the 
time these grants were added; whereas, in the case of rheumatic dis- 
eases, it would add something that is almost an utter void at the 
present time. 

I hope you understand I am not decrying the assistance which has 
been given in the heart-disease and cancer program—that is magnifi- 
cent when you think how important that is, but I used that as an 
example of ‘the fact that I think it would be even more important in 
the field of rheumatic diseases, because that would fill something that 
does not exist now. 

By the same token, gentlemen, the construction grant does the same 
thing. Just as there is no money to add full-time staffs in our new 
department’s budget, you have also the matter of acquiring laboratory 
space for researe ‘h which is already committed to men w ho are wor king 
in heart disease and so on. So, paralleling the teaching grants, and 
secondarily only to the teaching grants in importance, would be con- 
struction grants to make available the laboratory and clinical facilities 
in which the full-time men working under teaching grants can carry 
out their instruction. 

So, Mr. Chairman, to me that is a bottleneck in our whole future of 
development. If we can get the undergraduate who is coming along 
as a student to see the important work in this field and they become 
committed to research and the advancement and care of patients in 
rheumatic diseases at the undergraduate level, they will then go on 
into special trainee and fellowships provided through the Rheumatism 
Foundation and the National Institute of Arthritis and Metabolic 
Diseases. Those are the men who will be going on to do the research 
and take care of the 10 million people in this country who have these 
diseases. 

The CHarrman. From what you have said there seem to be 800, 
approximately, who are authorities in the disease and that there are 
only 200 clinics—mostly in 8 cities—now. That, to me, presents a 
very inadequate number, both of personnel and of clinics, 

Do you think that there is any program which might be instituted 
that would provide clinics in greater number and in diversity of loca- 
tion which would be helpful ? 
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Dr. McEwen. Mr. Chairman, I would like to answer that but, I am 
getting a little embarrassed since I have talked so much and I think 
of all these men here, who could perhaps answer this better than I, 
I wonder if you would mind addressing that question to them ? 

The CHatrman. Very well. I have several questions and I will 
withhold asking them until the others have had an opportunity to 
speak. 

As I expressed to some of you this morning, I endeavored to pre- 
pare you for the fact that the first witness usually ; ; is asked more 
questions than any other witness, because after he has finished, that 
is the first opportunity that members of the committee have to get off 
their chests all the questions that they have with regard to the par- 
ticular subject, and naturally they are directed to the first witness who 
appears. 

Dr. McEwen. I am not trying to dodge the question, Mr. Chairman. 

The CuHarrman. It is also apparent in many instances that the ques- 
tions are addressed to the first witness because of the general state- 
ment that he has made in opening the subject and in opening up all 
phases of it. There is no desire on our part to unduly press you for 
answers that could, in your opinion, be given equally or better by some 
other members of your panel. We are very anxious now to proceed 
in the way you want and we will withhold our further questions until 
they have given their statements. 

Dr. McEwen. Thank you. I know you understand that there is 
no effort on my part not to answer that question. 

The Cuarrman. I understand it perfectly. 

Dr. McEwen. It is just that I think some of these other men can do 
it better than I would. 

Well, now, I would like to next ask, Mr. Chairman, that we hear 
from General Kenney, who will talk about the economic burden and 
the manpower losses resulting from arthritis and rheumatism. 


STATEMENT OF GEN. GEORGE C. KENNEY, PRESIDENT, ARTHRITIS 
AND RHEUMATISM FOUNDATION, NEW YORK CITY 


General Kenney. Mr. Chairman, I would like to enter for the 
record a statement prepared by the Arthritis and Rheumatism Foun- 
dation. 

The Cuarrman. Without objection, so ordered. 

(The statement referred to follows :) 


GENERAL STATEMENT BY THE ARTHRITIS AND RHEUMATISM FOUNDATION 
1. THE CAUSES AND CONTROL OF ARTHRITIS 


Arthritis and the rheumatic diseases as a group present a serious defect in the 
Nation’s health picture. The problem is serious, with the United States Public 
Health Service estimating there are 10,104,000 Americans who are suffering with 
these ailments. 

There are a number of diseases that are grouped under the collective terms of 
arthritis and rheumatism. First, there is rheumatoid arthritis. This is the most 
painful and crippling form of arthritis. A recent study of patients in 10 general 
arthritis clinics about the Nation showed that 62 percent suffered from rheumatoid 
arthritis. This vicious crippler has a familial trend, for it often affects several 
members of the same family. 

While the cause of rheumatoid arthritis as such is unknown, there are certain 
recognized precipitating causes. Among them are emotional and physical stress 
and strain. That is why in treating these patients one of the first suggestions 
a doctor may make will be for the patient to change his job to some less strenuous 
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occupation or to reduce his general activity by regular periods of rest during the 
day. A recent United States Public Health Survey stated that about one-fourth 
of the estimated 10 million arthritis and rheumatism cases in the Nation have 





either changed their jobs to less strenuous ones or have made some significant 
change in the amount of work they are doing. Other precipitating causes of 
rheumatoid arthritis are fatigue, lowered physical resistance, injury, shock, ex 
posure to dampness and cold, and chron nfectio1 No sp ¢ parasite or germ 
has b j ated which can be b ‘ e only cause 

\ i i dise sé ‘ ( I i sa i { y 
disabling form of arthritis seen more often in persons who ar‘ st middle ag 
It is often referred to as a joint sease that comes with growing old. Its cau 
also is unknown. More than 80 percent of the persons in this Nation who are 
past tl age of 50 have { il riti in it Lily, wOUL DE il 
sons o live beyond middle life sutfer with s« heumatic complaints 

In the 10-clin surve eferred 1 ! r, it wl it 25 pe of t 
patients suffered from osteoarthritis. Medical men, however, feel the percentage 
is far greater, for only about 25 percent of the persons with osteoarthritis seek 
medical aid in an arthritis clinic. The reason is that only those persons in whom 
the pain and the disability are severe enough to interfere with their activity at 


home or at work seek medical aid. Persons who are inactive, especially older 
persons, § 


eo on bearing their misery al discomfort without eve seell i octor 


Also included in the general classification of arthritis and rheumatism is rheu 


matic heart disease, popularly known as rheumatic fever. It is believed that 
nearly all cases of rheumatic fever follow streptococcus infection. More than 
50 percent of the cases follow tonsillitis and pharyngitis. In about 40 percent of 


the involved infections the tragedy is that the symptoms are so few that they are 
not recognized in time. This permits the disease process to progress considerably 
before it is identified, thereby making rheumatic fever the leading cause of death 
in children today. 

Another group of patients included in the general classification of arthritis 
and rheumatism are those suffering with gout. Gout or gouty arthritis is con 
sidered to be an inherited disorder. Though in the overall grouping of these 
diseases, the percentage of gout is small, the disease does have the potential of 
relatively greater and more diverse incapacitation. There has been a course of 
therapy evolved to terminate the painful and the crippling seizures of this dis 
ease. Delay in starting this therapy seems to reduce the degree and the fre 
quency of a favorable response. 

There are other forms of arthritis. Arthritis may be caused by injuries to 
the joints such as those suffered in military service or in heavy industry. Ar- 
thritis also may he caused by infections of the joints. There is also a large variety 
of rheumatism diseases in which muscles, tendons, tissues of the eyes, arteries 
and a number of other organs are affected. Most of the 30 or so types of arthritis 
and rheumatism are systemic diseases. Not only may the joints be stricken but 
frequently one or more organic structures within the body may also be involved. 

It is a complex problem that the doctor faces when he comes up against any 
one of these rheumatic diseases. Not only because of the immediate problem that 
is before him, but more so because the cause of most of the rheumatic diseases 
remains obscure. A promising hypothesis is that they result from disorders of 
metabolism representing a breakdown in the normal chemical disposition of food- 
stuffs, This hypothesis explains the rationale of studying the rheumatic diseases 
in conjunction with metabolic health problems. 

In the control of arthritis, best results are obtained in younger people, espe- 
cially when the disease has not had a chance to progress. Delay in seeking 
medical attention may lead to a chronic condition with a rapid destruction of 
tissues and possibly the “freezing” or bony union of the joints, a condition which 
is beyond medical repair. 

A complete remission in about 25 percent of rheumatoid sufferers and improve- 
ment in another 50 percent are offered by the use of injections of gold salts. The 
best results are obtained in early cases of the disease. 

The hormones cortisone and ACTH have in the past few years gained wide 
use in the treatment of rheumatoid arthritis. These hormones, while not cures 
by any means, bring about startling relief in the majority of patients with active 
rheumatoid arthritis. In most cases the use of the drug must be kept up indef- 
initely. By lessening inflamation and the pain and swelling that accompany it, 
the hormones are proving helpful as an aid in rehabilitating patients with inac- 
tive forms of the disease. 
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Recently, a new drug called Butazolidin has entered the picture. It is now 
receiving extensive clinical trial. This drug appears to be effective in the 
treatment of acute gouty arthritis but its value in the treatment of rheumatoid 
arthritis and osteoarthritis has not as yet been clearly defined. It is known that 
this new substance has painkilling qualities. It is not known though whether 
the drug has any anti-inflammatory properties or any ability to alter the course of 
the disease. 


MAGNITUDE AND DIRECTION OF CURRENT EFFORTS TO CONTROL ARTHRITIS 


When the Arthritis and Rheumatism Foundation was established in 1948, the 
field of arthritis and rheumatism was practically virgin territory. Except for 
a handful of interested doctors and about as many Clinics, little was being done 
to relieve the suffering of millions of arthritics across the Nation. An organized 
program of research into the cause of and a possible cure for the disease lay 
shattered after three hopeful starts were nipped in their infancy. 

It was about 1913 that a handful of enterprising medical men began to plan 
a research program in arthritis. Nothing had ever been done in the field of 
arthritis research before. World War I quickly ended their plans. Some years 
later a second attempt was made to launch a national research effort. The 
depression quickly put an end to this too. <A third attempt was blasted by Pearl 
Harbor. 

Arthritis had preceded man on this earth. Its record and history are in- 
seribed in the fossils uncovered by scientists. The many crippling effects of 
the disease are etched in the bones of the mummies dug up out of Egyptian 
tombs. But it wasn’t until 1948 when the Arthritis and Rheumatism Foundation 
was organized, that a nationwide research program finally became a reality and 
the first serious, diligent, and well-organized effort to solve the riddle of crippling 
arthritis was launched. 

Today, 5 years later because of the efforts of the Arthritis and Rheumatism 
Foundation and more recently of the National Institute of Arthritis and Metabolic 
Diseases, more has been done in the field of arthritis from the point of view of 
research and Clinical advances than had been done in the previous 1 billion or 
more years. 

Because of the continuous public education program carried on by the Arthri- 
tis and Rheumatism Foundation, the rheumatic diseases have become recognized 
as the Nation’s leading chronic ailment. As chronie diseases, arthritis and 
rheumatism are all the more deadly and costly. The Arthritis and Rheumatism 
Foundation was one of the first health organizations to advocate that chronic 
diseases can be prevented and even cured. This basic policy is carried out in 
the foundation’s research, educational, treatment, and rehabilitation efforts. 
The foundation’s program has caused communities to begin to weigh the eco- 
nomic waste that is attributed to arthritis and to begin to do something about 
the pain and misery that causes the loss of human worth. Industry, too, for 
the first time is beginning to count the annual toll of the millions of workdays 
lost to production, the loss of wages and purchasing power and the loss of pro- 
ductive quality because of arthritis and rheumatism. 

In 1948, when the Arthritis and Rheumatism Foundation was established, 
few of the 72 approved medical schools in the country at the time taught the 
rheumatic diseases with any degree of emphasis. The opportunities for graduates 
and undergraduates to study and to work in the field of the rheumatic diseases 
were few. Among all the thousands of beds in the Nation’s training hospitals, 
only about 700 were allocated to arthritis patients. Of this number only 65 were 
specifically endowed for the use of the thousands upon thousands of indigent 
persons afflicted with arthritis in need of hospital care. 

The arthritis sufferer himself in 1948 was the pathetic and confused individual 
he had been for centuries. He wandered about in agony and pain looking for 
a miracle that did not exist. He was so desperate for relief that he tried almost 
anything. He used cream of tartar, ant juice, and oil from crushed angleworms, 
which were sold to him as guaranteed cures. He permitted himself to be bitten 
by bees and snakes in vain attempts to cure his twisted limbs. He wore copper 
bracelets around his wrists and ankles in the hope that some mysterious power 
from the metal would permeate his body and bring him relief. These were but 
a few of the conditions that prevailed only 5 short years ago when the Arthritis 
and Rheumatism Foundation came on the scene. 

Until recently there were only about 150 arthritis clinics in the entire United 
States. Most of these were concentrated in eight large eastern cities. Fifteen 
States had no arthritis clinics at all. Since 1948, the Arthritis and Rheumatism 
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Foundation through its various chapters has been instrumental in establishing 
96 new arthritis clinics, 50 in the last year alone. However, there are still 14 
States with no arthritis clinics at all and hardly any doctors specially trained 
to treat persons afflicted with the disease. 

In the 5 years the foundation has been in existence, there has been a percep- 
tible kindling of interest among the medical schools of the Nation. In almost 
every school today located in an area serviced by one of the foundation's 35 
chapters, the teaching of undergraduates in arthritis has been impreved. With 
the help of chapter medical committees, these schools are offering refresher 
courses in the rheumatic diseases, to graduate physicians. 

In the past 3 years, the foundation’s national research program has been de- 
voted to the support of young scientists working in the field of rheumatic dis 
eases. Each year the money available has been increased. For the current fiscal 
year this support has been increased by nearly 40 percent with the awarding of 
10 fellowships and 8 renewals for a total cost of $93,000. During the past 3 
years, the foundation and its chapters have underwritten 150 research jects 
costing a total of $1,133,616. 

Because the rheumatic diseases were late in reaching scientific maturity, 
medical schools were slow in adding these ailments to their curricula Only 
6 of the Nation’s 79 accredited medical schools now have full-time faculty mem 
bers and facilities devoted to the rheumatic diseases. To help meet the need for 
more doctors trained in the rheumatic diseases, the Arthritis and Rheumatism 
Foundation through its chapters initiated a program of providing professional] 
education on the local level. In the past year, 10 local c} i 








hapters of the foundatior 
have awarded clinical traineeships to 28 young doctors. Through postgraduate 
courses, lectures, and forums arranged by the Arthritis and Rheumatism Founda 
tion in cooperation with medical schools, hundreds of general practictioners have 
been able to obtain information on the latest developments in diagnosis and 
treatment. 

One of the year’s most significant achievements was the alerting of industry to 
the arthritis problem. Some 200 industrial physicians attended the foundation's 
iirst conference on the rheumatic disorders in industry and techniques for keep 
ing patients employable. Similar conferences have been planned for indus- 
trial physicians in various sections of the country. 

In an effort to reduce industry's resistance to employing the handicapped, the 
foundation in New York has made grants to vocational-guidance and job-place- 
ment agencies who specialize in these problems. <A similar project was launched 
in the Boston area for patients considered to have an unutilized capacity to work. 
In California, where there exists an acute shortage of physical therapists skilled 
in treating arthritics, special courses were arranged for nurses interested in 
physiotherapy. 

Part of the foundation’s efforts to control arthritis are the many publications 
prepared for the layman and the medical profession. The Manual for Arthritis 
Clinics, issued in cooperation with the National Institute of Arthritis and Metab- 
olic Diseases, was circulated to 4,062 doctors interested in improving clinical pro- 
cedures. The monthly bulletin on the rheumatic diseases, prepared by the Na- 
tion’s leading rheumatologists and designed to keep doctors informed cf the 
newest developments in the field, is mailed regularly without charge to 19,000 
doctors around the world. Home Care, a booklet designed to help the rehabilita- 
tion of arthritics, was first published in January of 1953. In the last 8 months, 
70,000 of these Home Care booklets have been distributed to arthritis patients 
through their doctors. In the past 4 years the foundation has distributed several 
million pieces of literature to the lay public. 

The magnitude of the problem at hand is noted particularly in the field of direct 
patient care. Though chapters of the foundation have been concentrating a good 
portion of their funds on the establishment of clinics and the expansion of exist 
ing clinic services, the need is far from met. Even in those areas where there are 
a number of arthritis clinics, there still is the problem of reaching sufferers living 
in outlying areas and of extending medical care to arthrities confined to ir 
homes. 

To meet this need, 11 chapters of the foundation have launched h 
programs. A number of chapters maintain fully equipped mobile uni‘ 
staffed by physical therapists and which provide bedridden or ho 
tients with much of the same rehabilitation therapy they woul 
clinic. Several chapters are providing the same home-Care serv 
cooperation of local visiting nurses who have been trained by t’ 
for arthritics. Home-care programs have helped speed th 
rehabilitation of arthritis sufferers by making possible the 
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rective exercises under the guidance of a member of the family. Home care also 
takes treatment directly to the bedside of patients who cannot afford any exten- 
sive hospitalization. This helps reduce the heavy load at clinics, thereby leaving 








the facilities available for patients whose conditions require the immediate 
attention of physicians. 7 

With the Arthritis and Rheumatism Foundation providing special training 

for general practitioners, creating more arthritis clinics and sponsoring home- 

care grams, no doubt I erab human ffering is being alleviated. 

Des e the steady increase of tivities, dire issistance is available only to 

l 000 men and women in this Nation suffering from 

the euma disei : At the me nt, here are only 250 

I i cl s in the entire United States. If oniy half of the arthritis suffer- 

e to seek but 1 v tt j year, it would mean that the clinics 

yuld be faced with the ir ssible task of seeing more than 200,000 patients a 

veal f 1 of the 230 available clinics. This does not include the fact that 

Chie tl it of I Y fering fro1 a ive forms of the disease 

1ust return to the clinic fo ntinuou ng-te eatment and the ct that in 

14 of tl} j States here ‘ a { ] 
- COORDINATION OF RESEARCH A DISSEMINATION OF INFORMATION AMONG PRIVATE 
AND PUBLI AC ES IN THE FIELD OF ARTHRITIS 

he policy of the Arthritis and Rheumatism Foundation has been to support 

ic research on a national level. This has been in the form of fellowships. 

As a matter of record, the foundation’s national medical program for the past 3 

years has been devoted entirely to the support of young scientists who are work- 

ing in the field of rheumatic diseas« Each year the money made available for 


this basic research has been increased. For the current fiscal year this support 
has been increased by nearly 40 percent for a total of $93,000 as compared to 
$70,000 allocated last year. This year 10 new fellowships were awarded and 8 
others were renewed. 

The Arthritis and Rheumatism Foundation has asked and encouraged its 35 
local chapters to include in their programs the support of clinical research, 
to make possible doctor traineeships, and to also make possible grant-in-aid 
support of local research projects. The foundation chapters, apart from their 
support of basic research through their contributions to the national program, 
have spent $193,305 during the past fiscal year for their own research programs. 
Most of this money was spent in the field of clinical investigation. The total 
amount spent for basic and clinical research this past year was $263,305. 

The Arthritis and Rheumatism Foundation has not as yet made any effort to 
coordinate the research that is being done on a local chapter level. The prin- 
cipal reason for this is in the fact that the funds the foundation has been able 
to make available for research have been limited. As a rseult, the research 
projects that are being supported are few. The foundation feels that at this 
stage in its development there is a great need to encourage all the research it 
possibly can support without running the risk of discouraging any research 
efforts by a system of too close guidance or coordination. Undoubtedly there 
are cases of duplication in the present research program supported by the founda- 
tion and its local chapters. But research in arthritis is relatively new and 
therefore there is value in, and need for, a certain amount of duplication. When 
the time comes that the Arthritis and Rheumatism Foundation will be able to 
considerably increase its research allocations and will be able to support not 
only more but also more extensive research programs, then it will also find it 
feasible to institute the more efficient coordination of chapter research. 


4. IS IT DESIRABLE OR NECESSARY TO HAVE ADDITIONAL LEGISLATION, COORDINATION, 
OR FUNDS TO BRING MORE EFFECTIVE PROGRESS ? 


There is no doubt that arthritis and rheumatism have earned the unenviable 
right to be identified as the greatest cause of chronic illness and disability in the 
United States today. Of the more than 10,104,000 suffering from the rheumatic 
diseases, more than 4,500,000 actually have arthritis. Though there is a great 
deal about these diseases that is not known, there has been comparatively little 
research to learn the nature, the cure, and the prevention o* them. 

There are two reasons for this. First, the fact that so little of scientific value 
has been known about these diseases. Second, that most types of arthritis and 
rheumatism are not quickly fatal. Unlike many other diseases, arthritis and 
rheumatism rarely are a direct cause of death, though recent studies do indicate 
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that they help shorten the life span of those who are afflicted. But because 
the fear of death does not exist in arthritis, the public interest and support has 
gone first to those diseases that kill outright. 

As things stand at the moment, there is an acute problem that exists in 
relation to arthritis. The problem is centered mainly in the medical schools 
of the Nation where there are inadequacies of personnel, funds, and facilities 
to meet the needs of continued clinical and basic research in the rheumatic 
diseases. These inadequacies, the foundation feels, must be corrected if the 
standards of teaching and research in arthritis and in rheumatism are to be 
raised to a level approaching those in the other major diseases. 

It is a fact that the rheumatic diseases have been so neglected that not more 
than six medical schools in this country can boast of the men and laboratories 
for teaching and research in this field that would be taken for granted in prac- 
tically every medical school for comparable activities in the fields of heart disease 
and cancer. Trained men and facilities just do not exist today to do the job 
that is needed in arthritis and rheumatism. Whatever facilities do exist are 
completely inadequate. 

Research supported by the Arthritis and Rheumatism Foundation and by the 
National Institute of Arthritis and Metabolic Diseases is progressing profitably 
but slowly. The lack of further funds is delaying a more vigorous and direct 
attack. It is out of basic research that will come the knowledge of the cause 
of the cure for arthritis and rheumatism. 

Research is costly, hazardous, and totally unpredictable. That is why all 
research must be viewed as a long-term undertaking. Only on a long-term, long- 
range basis does research pay worthwhile dividends. The Arthritis and Rheuma- 
tism Foundation is supporting this costly research to the fullest extent of its 
ability. It is essential though that far more be done and that many of the 
worthy research projects left by the wayside for a lack of funds be supported 
immediately. The leads were never so promising and the - ved in these days of 
national emergency when manpower is at a premium is greater than ever before. 
Only through research can be found the answers that are so urgently needed to 
minimize the requirements for expensive hospitalization and rehabilitation. 

To step up research additional funds are needed to finance the laboratories of 
the National Institute, to make possible grants-in-aid to non-Federal institutions, 
to provide for the purchase of equipment and the payment of stipends to investi- 
gators and their staffs. Continuing productiveness calls for the training of new 
investigators and this can best be effected through additional fellowships to aid 
promising young men and women to obtain the education needed for research 
careers, 

One indirect but important effect of a well-supported and well-rounded 
research program is the definite stimulating effect that research has upon the 
sufferers with the disease and upon the arthritis clinics and medical schools to 
whom those stricken must turn. Scientists who are relentlessly searching for 
the answer to arthritis must of necessity reach into the clinics, the hospital wards, 
and the medical school classrooms. Patients with arthritis become subjects for 
scientific investigators. Medical students become eager assistants and observers. 
The inspiration that results from every basic and clinical research project is felt 
not only in the new hope that beats within the hearts of the participating 
patients, but it is also felt in the growing numbers of young physicians who are 
taking up the challenge of specializing in the treatment of persons afflicted with 
arthritis and rheumatism. 

As important as basic research is, perhaps the biggest problem that exists 
today in the field of the rheumatic Ciseases, is the training of more physicians 
in the diagnosis and treatment of arthritis and rheumatism. In many sections 
of the country, the Arthritis and Rheumatism Foundation has been unable to 
organize clinics and to launch medical programs to aid thousands of sufferers 
simply because there aren’t enough doctors available who are skilled in this field. 

At present, there are only about 750 physicians in the United States who have 
been specifically trained to diagnose and treat the rheumatic diseases. This 
means that there is 1 specially trained physician available for every 165,000 per- 
sons in the Nation or 1 rheumatic specialist for every 8,000 persons afflicted with 
arthritis and rheumatism. 

The cause for this shortage of physicians trained in the rheumatic diseases 
can be traced to the medical schools of which not more than half a dozen have 
any full-time faculty members and facilities devoted to the study of the rheumatie 
diseases. The reason the rheumatic diseases have so few full-time disciples 
among medical school faculties is easily found in the development of modern 
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American medieal education. As medical edcuation developed, the first con- 
ern was with the creation of departments of basic sciences. As more money was 
made available, the clinical departments came next. The first problems the 
schools of medicine were faced with were those of the infectious diseases and then 
those diseases such as those of the heart, in which death was a strong factor. In 
all these fields considerable work had already been done by bacteriologists, physi- 
ologists, and physicians in Europe. 

Infortunately, the rheumatic diseases have been late in reaching scientific 
maturity. Now, that one might expect to see the gradual development of the 
rheumatic diseases as a major component of the country’s departments of medi- 
cine, the budgets of the schools are so strained that the addition of personnel 
and facilities through university support is a very remote possibility. 

A similar problem existed a number of years ago in the fields of heart disease 
and cancer. The bottleneck finally was broken when the National Heart Insti- 
tute and the National Cancer Institute were permitted to allocate a portion of 
their Federal funds for teaching grants. Similarly, enabling legislation is 
now needed to permit the National Institute of Arthritis and the Metabolic 
Diseases to allocate some of its money for the training of young physicians in 
the diagnosis and the treatment of arthritis and the rheumatic diseases. 

Such grants were of incalculable benetit in cancer and in the diseases of the 
heart, in which at least mo ately adequate facilities already existed. They 
would be of even greater benefit in the case of the rheumatic diseases because 
of the almost complete lack of existing teaching funds in this field. 

The grants-in-aid of research, the traineeships, and the fellowships which the 
National Institute of Arthritis and Metabolic Diseases, the Arthritis and Rheu- 
matism Foundation, and other agencies have provided in recent years have been 
of the greatest aid. In addition to these forms of support, however, there is 
urgent need for teaching grants to the medical schools if we are to overcome 
the present bottleneck of insufficient numbers of young physicians entering the 
ranks each year to carry on the fight against the rheumatic diseases which are 
the greatest cause of disability in our Nation today. 





General Kenney. Mr. Wolverton and members of the committee, 
Dr. McEwen mentioned a figure of 10 million sufferers from 
arthritis. 

The Cuarrman. Raise your voice a bit, if you please. 

General Kenney. Dr. McEwen mentioned the Public Health figures 
of 10 million sufferers from arthritis and rheumatism a while ago 
and I would like to amplify that a little bit. There are about 3.5 
million of these who have not had any medical care at all and there 
are the 6.5 million of the others who are getting sketchy care. 

When you consider that there are less than 1,000 doctors in the 
country who really know enough about the modern methods of treat- 
ment to take care of them and the number of clinics to which they 
can go to and get treatment or get diagnosis or get any help at all, 
it calls attention for the need of something being done about this. 

You mentioned a while ago some plan or some program for getting 
more clinics. 'Two years ago when I came into the picture there were 
179 clinics. Today, almost entirely through the efforts of the foun- 
dation and the doctors associated with us, we have 230. Dr. McEwen 
said 200—that was just a rough figure—actually there are 230 in this 
country, and the clinics are being established so fast that we cannot 
raise the money to help the hospitals put them in. 

That 10-million figure has another limitation on it. Those figures 
do not include anyone suffering from rheumatic fever or rheumatic 
heart disease or any member of the Air Force or anyone in public 
institutions like the jails or prisons or anyone below the age of 14. 
There are a lot of youngsters that have this stuff and when “they get 
this trouble, the fatality rate is pretty high. 

The old attitude of doctors that nothing could be done for the ar- 
thritic has really got to give way to the proven fact that something 
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can be done for any arthritic and that the great majority of them 
can be restored to useful productive life. The doctors themselves 
have given me the estimate that at least 70 percent of these sufferers 
can be put back to work and can be restored to something besides 
mercy. 

Now at the present time, in the midst of our rearmament program, 
there is a shortage of over 1 million skilled workmen, and particu- 
larly machine-tool operators. That shortage would be far more 
acute if for any reason we had to speed up our program. If we can 
tap that huge pool of millions that are now afflicted, we can find that 
skilled labor in that 70 percent that can be put back to work. I can 
dig up case after case of people that have been on their backs for 
months who are now back on their lathes and milling machines and 
drillpresses. 

I recall the case of one man up in Providence who was standing 
at the clinic when I was making a visit several months ago, and I 
thought he was a newspaperman because a lot of them hang around 
me once in a while for some reason or other, and in talking with him, 
all of a sudden somebody called a number and he said, “I’ve got to 


go now.” I said, “For heaven's sakes are you one of these?” He said, 
“Yes, about 8 months ago I was on my back.” I said, “What are you 
doing now, you look all right to me?” His eens was a little bit stiff 


but otherwise he looked all right. He said, “I am working up at the 
Quincy Iron Works.” I said, “Why don’t work here?” And 
he says, “I’ve got a job up there and I live here.” I says, “How do 
you get up there?” He said, “I drive a car up there and put in my 
8 hours a day and come here.” So, there is an example of what can 
be done. 

There are literally thousands of those cases where they have had 
expert treatment and they have been restored to something besides 
being a welfare case. 

The armed services also know something about this problem. There 
is a huge percentage of the rejections of our youth for inclusion in 
the armed services due to arthritis and rheumatism, and the most 
crippling form of this—rhematoid arthritis, which Dr. McEwen re- 
ferred to, strikes principally between the ages of 18 and 45, but you 
have cases, as he said, from all ages from a few months up to 90 years, 
but the biggest group is in the bracket between the ages of 18 and 
45, which is the real productive age of a man and also happens to be 
the military-age group. 

After World War IT figures were released by Selective Service 
which showed that out of 505,000 young registrants for service in the 
armed services, nearly 30,000 were rejected on account of arthritis. 
That is two infantry divisions, and as people interested in using man- 
power, I do not believe we can afford this terrific drain on our man- 
power that is going on. 

We are getting around 400,000 new cases a year, as near as we 
can estimate it—and that is a conservative estimate just as the 10- 
million figure is a conservative estimate of the total. 

From the standpoint of national economy, it is good business to 
treat these arthritics. Each year the wage earners are losing approxi- 
mately 960 million man-hours of labor due to the rheumatic diseases. 
That certainly means a lot fewer automobiles, airplanes, tanks, or 
refrigerators. The number of man-hours, as Dr. McEwen said, is 
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over 400,000 or 30 divisions of infantry that are unable to work at 
any time. The loss of wages amounts to well over a billion dollars. 
If you t: ae a man’s wages at $1.50 an hour, which is a fairly standard 
rate for all over the country, and a low rate, it would be $1.5 billion. 
If those wages had been earned and the average person that was 
afflicted had bee naman with a wife and two children, he would have 
paid about $185 in income tax to the Federal Government. I do not 
know what the State taxes would have been. Now, that is up around 
$100 million in taxes that have got to be paid by somebody. You 
will pay some of them, I am paying some of them and so are the 
rest of us that are able to get out and work and do not have to stay 
in bed on account of arthritis. 

Instead of getting that income, Federal, State, and local welfare 
agencies had to spend nearly that amount for arthritic sufferers alone. 
So, it is a double-barreled drain, which we do not have to have if we 
can really get down and aid this program the way we have aided 

lot of other fields since these new antibiotics have come into being. 

The tragic thing about the whole situation is that if we had the 
doctors and facilities to treat them we could take about 70 percent 
and put them back to work while undergoing treatment. The modern 
drugs now available to the doctor who has the special knowledge and 
experience to use them are to the arthritic practically the same as 
insulin to the diabetic or digitalis to the heart case. Through their 
use we can transform hundreds of thousands of welfare cases into 
taxpayers. 

The need—the real need—is for specially trained doctors in this 
field and the Department of Health, Welfare, and Education through 
the National Institute of Arthritis and Metabolic Diseases should 
have funds to be used for training and research fellowships in these 
specialities. Grants to medica] colleges are needed in order to insure 
teaching of the rheumatic diseases. The average medical college to- 
day merely gives a few lectures on this important subject. Most 
doctors arrive at the point of hanging out the shingle without ever 
having seen a case of arthritis in a clinic and only the sketchiest cover- 
age of the subject in the classrooms. 

There was a gentleman here from New Orleans a little while ago— 
down at Tulane last year they were giving 2 hours in a 4-year course 
on rheumatic diseases. I do not believe you can learn very much 
about the subject in 2 hours of lecture during 4 years. They now 
have a grant that the Arthritis Foundation managed to dig up, and 
they are hiring a full-time professor to do something about it. When 
the subject came up at a meeting down there, I had the dean of medi- 
cine of Tulane down there who mentioned this to us and the members 
of the committee that I was talking to—this crowd of ours—started 
to bother him, when I said, “Please leave him alone and stop picking 
on him. The great Harvard Medical School gives 6 hours.” So, 
they dug up some money for him and got a professorship. 

In the field of research, we are confronted with the situation which 
can only be solved by financial support. If one of us invents a better 
mouse trap, he may become a millionaire. If a doctor develops a 
magic pill that cures our ills, all he gets out of it is the opportunity 
of writing an article about it for the medical journals or perhaps 
becoming a candidate for a Nobel prize. His attitude and ethics pre- 
vent him from exploiting this invention on which the rest of us could 
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make a lot of money. Someone has to see that he eats and his family 
has clothes. 

Basic research is essential for progress in any field, but for the doc- 
tor, the financial return for his work is nonexistent or so meager that 
he cannot afford to devote his time to it unless he has an independent 
income or receives aid from some outside source. 


At the present time we do not know the real cause, nor do we hay 
a cure for arthritis, but noes is ane SenG and there are signs that 
if properly financed, we will, in a few years send this disease with 


smallpox, penumonia, diphtheria, aan others that no longer plague us 
and see that this last generation of ours will not have to WOITy about 
arthritis, just as my qeeareim and the generation of some of you as 
old as I am was the last one to worry about smallpox. The people 
back of us had smallpox but we did not get it because they found o 
how to solve that problem. 

Only by financial support of medical education, specialized train- 
ing, and research, can we attract young doctors to specialize and do 
research in this field to improve our methods of treatment and dis- 
cover the cause and cure of this terrible crippler that is impeding 
the development of our manpower resources for industry and for 
national defense, 

I went to MIT and I remember when I went up there back in the 
class of 1911, I took the course in civil engineering. I could have 
taken that or mining engineering or chemical engineering or elec- 
trical engineer Ing, but in my junior year they put in a course in areo- 
nautical engineering and I immediately wanted to switch over to 
that. They told me I could not do that because all of the new class 
that was coming in wanted to take that new subject. I think the same 
thing would happen in the medical schools if they paid a fulltime 
man for teaching in rheumatic diseases. All of the students coming 
in would say, “I want to get in on this new thing.” Starting at the 
grassroots like that, I do not believe it would be very long before we 
would have lots of candidates for grants to do research in the arthritic 
field and the rest of this group of diseases. 

In regard to this industrial approach, a couple of years ago I was 
in one of our factories talking to an industrialist there who was 
employing 3,000 or 4,000 operators—mostly machine-too] people. 
We were watching one man who was operating a machine and he was 
doing a good job at it. I said to this president of this company as 
we went back to the office, “How much money have you invested in 
that man?¢” He says, “What do you mean by invested?” I said, “In 
order to train him and while he was be ing trained he spoile “da lot of 
material and he did not contribute very much to the pros cele of 
this company; in fact he was a drain. So, how much money did you 
spend training him in getting him to this point of efficiency?” Well, 
he started to brag about the amount of money he had put in on this 
trained job and I asked him to hold it down and he finally said they 
had put in about $1,000 toward training that man and getting him to 
the point of eflici lency at which he was then oper: iting. I said, “If he 
comes down with arthritis tomorrow morning and cannot get out of 
bed, you have got to spend another $1,000 training a replacement, 
because the day has gone by when you lose a skilled operator that all 
you have to do is put a sign in the paper and 10 qualified people come 
around looking for the job. They are not there. A few weeks ago 
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I saw 21 pages of help-wanted ads in the ~_ York Times and 1% 
pages of people who were looking for ajob. So, the skilled laborer is 
not there. You have to train them. 

He said. “Yes, I would have to go out and get a green man and train 
him.” and I said, “Let us call him a $2,000 man. If this man is just 
a budding arthritic—has just started out—and we have got a clinic 
sti ae up about 6 bloc - from this factory, get your plant doctor 

‘family doctor to make a check and send him up there and let him 
go Matt and get.a real thorough checkup and see if he really has arthritis. 
But. anyway, check on him and get ne diagnosis; give the stuff to his 
doctor and his doctor will treat him, or if the doctor does not want to 
fool with it, maybe the clinic will se it up and inside of a matter 
of a few days he will be back on the job, and you will keep him there 
indefinitely there at work while he is undergoing treatment. or 
ing, according to our theory, that he happens to be one in this preve 
lency of around 70 percent of people that go back to work, he oud 

return to work fairly soon.” Now, I sa tid. “The first year, his bill 
probably would be somewhere around $500 as a result of this extra 
diagnosis and one thing and another and all the blood tests and sugar 
tests and all the rest of these things—X-ray, probably—running up 
to around $500 including the drugs and visits and so forth. That 
figure may be approximately right and it might cost a little more in 
order to— depending on how high-priced the auctor was and how 
high-priced some of the drugs were at the time. However, the cost 
of the drugs is coming down.” I said, “Suppose you had to pay the 
whole $500 if he did not have enough—he only had a few dollars 
left—and you had to pay the whole $500—put up $500, instead of 
having to put up $2,000, you have 4-to-1 odds right there. In addition 
to that, that $500 is a deductible item, so the odds have changed still 
more. If you are in one of these top brackets, that $500 is only $90 
net cost to you, and whatever the odds are, you have not ihe id to put 
up $2,000. I think that it is a moneymaking game for you.’ 

And he immediately became interested and wanted to know where 
this clinic was, how many days a week they were open and all the rest 
of the information, and that is when I told him it was time for him 
to come through with a donation to keep the clinic going. I said, “The 
doctors are volunteering their time and the nurse is volunteering her 
time to keep the clinic open one-half day a week and that the load was 
not very heavy; they were only taking care of 40 or 50 patients a yea 
and the hospital said they would forgive them the cost of the X-r ” 
and laboratory work, and also there are not very many records and 
that they would have their girl to take care of those records, too. 

“They are not making very much of a hole in this problem with 
only 40 or 50 cases a year. We would like to see them in operation 3 
or 4 or 5 days a week and pay some of these people because they cannot 
volunteer any more than one-half day a week; they have to eat, too. 
So, somebody has got to get paid for this thing if you start it on a big 
scale.” Immediately, he wanted to know how much was needed, and 
he subscribed the big share of what was needed and helped me get the 

rest from some of the other industrialists around the citv. 

The following year, he said, “How much do you want?” and I could 
not ask him for any more because we did not have enough doctors 
trained to open another clinic in the town. If we had, I could have 
gotten double that amount out of that one industrialist. 
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That is not the story of all industry, because they do not know this 
picture yet. I have not had time to tell them all, yet, but those I have 
told and explained the situation to, are not only ipuapelbntia but the 
biggest part of them will contribute in one way or another to help this 
thing along. 

To sum up, the rheumatic diseases are a national health problem 
of the first magnitude by reason of their volume and economic cost. 
Even if the existing international tension does not break out in an- 
other world war, the United States for a long period is going to be in a 
war of nerves where every element should be in her favor—the health 
of her citizens, the productiveness of her industries, the general well- 
being of her communities. As a measure of simple economy, the pre- 
vention of human and industrial wastage, the Government should 
make adequate appropriations to assist eilorts now being made to find 
the cause, the cure, and eventually the control of this most prevalent 
and ©) oe hronic disease in the Nation. 

The Cuamman. I believe Mr. Dolliver has some questions which 
he would like to ask at this time. 

Mr. Dotiiver. I have some questions here in mind that should be 
directed at General Kenney and perhaps Dr. McEwen or someone else 
on the panel. 

General Kenney, you referred to the fact that a considerable number 
of the eligible candidates for selective service during World War II 
were afflicted with some form of arthritic disablement. Do you know 
whether the armed services have had any program in this field? For 
instance, the Surgeon General’s Office, with respect to these diseases ? 

General Kenney. They have done quite a lot of work on it. I have 
visited several of the veterans’ hospitals and I think there is probably 
quite a lot of connection between the veterans’ hospitals and the Sur- 
geon General’s Office. I do not know just exactly how much, but I 
have seen some good work going on in these veterans’ hospitals. Then, 
of course, the Army and Navy hospitals have this problem and they 
are taking care of it and keeping up to date pretty well. 

Mr. Priest. Would the gentleman yield ¢ 

Mr. Dotitver. Yes. 

Mr. Priest. This is an interesting case in that connection. A few 
days ago a young man who had been havi ing difficulty with aa itis 
came to my office to see if I could help him to get back in the Army 
because he said the Army hospital did him more good in that sod 
ment than any place he had ever been. It was very interesting tc me 
that a man suffering from arthritis wanted to get back in the Army 
to get treatment, but it fits in with the idea that General Kenney was 
suggesting and that is that there is a rather extensive program in the 
Army and veterans’ hospitals along this line. 

General Kenney. They recognize this problem and the Army, Navy, 
and veterans’ hospitals are all working on it. 

Mr. Priest. I thank the gentleman ‘for yielding. 

Mr. Dotuiver. In the several States, and I am thinking particularly 
of my own State of lowa, we have a program for the rehabilitation 
of disabled workers and I think that includes those who are disabled 
by this type of disease. Can you give us any information about that? 

General Kenney. Well, there is a lot of rehabilitation work going 
on and Dr. McEwen could probably give you as good a story on that 
as anyone I know. 
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There is only one point which I would like to mention: Last year 
I was appearing down here before, I think it was the Senate commit- 
tee—and they mentioned this thing and someone says, “This is an 
expensive business.” He hi ad some feeling that it cost as high as $3,000 
to rehabilitate an arthritic—just how far along in the story ‘of arthritis 
he had gone, would aia an awful lot to do with it. It might put 
him back a few hundred dollars or it might take $4,000 or $5,000, if 
he had to have some of these hip operations and some of these expen- 
sive drugs. I do not know how much it would cost, but I think 
you got the average arthritic in this country and took him to a life 
insurance outfit, they would probably give him 25 or 30 years of life 
still coming to him. That is my guess at the average age of arthrities, 
ond if you balanced off the total cost to rehabilitate that man against 
the loss which you would have if he were confined to a wheelchair for 
25 years, I think it would show a surprising discrepancy in the horse- 
sense angle of the thing. 

So far as what is being done on rehabilitation, I would prefer that 
you ask Dr. McEwen or some of these people that really know some 
thing about it. 

Mr. Doturver. Would any other member of the panel care to com- 
ment on that question ? 

Dr. McEwen. I might add, Mr. Dolliver, to what General Kenney 
said. Of course, the whole rehabilitation program grew out of the 
war—World War Il—largely through the influence made on all the 
medical officers who saw what rehabilitation could do. There has 
been a very great interest in it since the war. I do not mean by that 
that most of the techniques of rehabilitation, physical medicine and 
rehabilitation working together are new, but it was an entirely new 
appraisal and a growing consciousness on the part of the physician 
that his job is not ; finished when he gets his patient out of the hospital 
or out of bed, but that there is a long-term program, especially in 
regard to chronic illnesses, to make sure that the patient goes back 
to his job or his work or whatever it is with just as much “efliciency 
as it is possible for him to have. That is the new concept that each 
one of us has and there is a feeling of a greater sense of responsibility 
than we used to have since the war where it has been seen what could 
be done for the soldier. 

In the Veterans’ Administration the program was set up for the 
disabled veteran. ‘There has been, as you Il am sure know from the 
writings and speeches of Howard Rusk, a great interest throughout 
the country in rehabilitation. I might add that Dr. Rusk heads the 
department of physical medicine and rehabilitation at our school. 

I believe Mr. Carlyle asked me about the amount of money that 
the school had received for research and I gave the figure for last year 
of about a little over $100,000 from the United States Public Health 
Service for work in this area. Of that, just about one-half was a 
grant to Dr. Rusk of the department of physical medicine and reha- 
bilitation for a study undertaken by Dr. Edward Lowman, a former 
resident of Dr. Hench, who worked with Dr. Rusk and was studying 
specifically the problems concerned with the rehabilitation of the 
patient who has arthritis. So, there is a greater interest in it and 
there has been a growing support for it. 

Mr. Dotuiver. I was interested in the episode which you related 
which took place in Rhode Island, I believe you said. Are these dis- 
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eases gener: ally associated with industr vor » they scattered through 
the entire population—agriculture as well as industry ? 

General Kenney. They are pretty universal. You can almost name 
the population of any pl: ice and you can say | in 16 has some form of 
arthritis and rheumatism. I did have the Public Health figures o1 
that but I think when you break them aie vou will tind some occupa 
tions do seem to run a little bit high, farm work, particularly in the 
northern part ot the country where they are ¢ xposed to bad climatik 
conditions and one thn o and another and pe rhaps worku r me nour 
when they are sltends tired, seem to run a little bit 
workers are a litle bit lower, on the other hand. 


1 , ) , 
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Mr. Dotitver. Does that indicate that the climate does have som 
ine to do with the incidence of the disease or is that established ¢ 

General Kenney. Well, that is re: Ils a medical question, and I have 
asked that question of every doctor [ have talked to and they all 
assured me that climate has very little to do with it: that actually 
there are more cases in Tucson than there are in Portland, Maine. 


Mr. Doutuiver. Maybe that is because the victims have gone to 
Tueson to get cured ? 

General KENNI ¢ Yes, it is not the fault of Tueson. The \ have the 
same basic number as Portland, Maine, but their basic number has 
been swelled by people who go down there where it is nice and warn 
and they feel be tter. The climate does not cure them: it makes then 
feel better. 

Mr. Douutver. It relieves some of them ? 

Dr. McEwen. Dr. Bunim, before he left New York to come dow a to 
Bethesda, started a study which has been continued since under his 
direction, of the incidence of rheumatic disease in ine nt types of 
employees in the New York Consolidated Edison Co. and I think he 
night have something to add to that or some data on that. 

The Cuarran. We would be glad to have that elaborated upon. 

Dr. Buntm. The New York Consolidated Edison Co. has 25.000 em 
ployees, and we undertook this study because the employees as a rule 
stay with the company for a long period of time. The average em 
ployee remains with the company for 17 years. This is a little one 
— group to study because 90 percent are males and only 10 percent 

»females But, of the 25.000 e mployees there were a little more than 
5.000 over a 5-year period who had lost work and were away from their 
jobs because of rheumatic diseases of one form or another. There 
were 5,000 disabled employees out of 25,000 over a period of 5 years, 
from 1947 to 1951, inclusive. 

Mr. Dotiiver. Do you have any comment to make upon the type 
of employment which showed the greater incidence of the disease / 

Dr. Bunt. Well, 25 percent of the employees of the Edison Co. 
do clerical work and 75 percent do physical work, and of the 75 per- 
cent, most of them are outdoor workers. 

Mr. Dotutver. Was the disease more prevalent among the outdoor 
workers than the indoor workers? 

Dr. Bunim. We have not yet established the point, but it would 
more likely be aggravated and intensified by outside work and ex 
posure to damp and cold. 

Mr. Dotatver. I think that is all, Mr. Chairman. Thank you. 

The Cnarrman. Are there any further questions. gentlemen / 
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I think you would be pleased to know, Mr. Heselton, that General 
Kenney is a graduate of the Massachusetts Institute of Technology 
and that also our very esteemed helpful advisory counselor, Mr. Teeter, 
is a graduate of that institution. I am not sure that you were aware 
of that fact 

Mr. Heseuron. I was not, and I am very glad to know it. They 
are both fine gentlemen. They are fine products of a great college. 

The Cuamman. General Kenney, I was very much impressed with 
your statement as to your personal efforts to interest industry in this 
problem to assist in the establishment of clinics, and I was wondering 

) what extent that is dependent upon your efforts individually to 
brin g that to the attention of industry. Is there any organization 
set up either in the Arthritis and Rheumatism Foundation or other- 
wise to bring the advantages that you have mentioned to industry in 
general ? 

General Kenney. Well, our chapters are all working along this 
same line, but we started with the little headquarters that we have, 
This headquarters is mostly myself and Mr. Freeman here. There are 
not very many people in it, but there were 1 or 2 fieldworkers that 
helped out on it. The biggest load, of course, has to come from the 
chapters. We give them the policy and the guidance and some of the 
arguments and they carry the program along. Several of them had 
conferences with industrial doctors and discussed this problem with 
them and there is more and more interest growing and growing quite 
rapidly in it. 

The Cruatrman. Is there any appreciable interest taken by medical 
sources at the county level ? 

General Kenney. I donot thinkso. I think the whole idea is fairly 
recent and it will probably be picked up pretty rapidly, but so far, 
we are just beginning to scratch the surface on this approach to 
industry. 

The Cuarrman. I assume the question I am about to ask probably 
will be one for a doctor to answer 

I have noted at times in my re¢ ding that there seems to be a diversity 
of opinion as to the advantages of ACTH and cortisone, and my in- 
terest was awakened by a summary of an article which I read in the 
Reader’s Digest entitled “Hopeful News About Hormones” condensed 
from the magazine, Today’s Health, an article by Paul De Kruif, and 
an article that appeared recently on September 10 this year in the 
Washington Daily News entitled, “Your Health—Perils of Treatment 
of Cortisone” by Dr. Walter C. Alvarez, emeritus consultant in 
medicine of the Mayo Clinic and emeritus professor of medicine for 
the Mayo Foundation. 

Without going into the positions taken by those respective articles, 
it does indicate, however, that there is some difference of opinion. 
Does it have the effect, General, of making the general practitioners 
who are not specialists in the subject rather hesitant about using the 
drugs ? 

Dr. McEwen. Mr. Chairman, I wonder if we might ask Dr. Ragan 
to answer that? It falls right in the category of his part, because 
we were going to ask him to talk about the present status of our 
knowledge i in rheumatic diseases and the problems to be attacked, and 
this is one of those problems. I think if he answered your question, 
he might get into what he was planning to say in this connection. 


i 
' 
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The Cuamman. Well, we will leave it to the doctor to decide 
whether he will answer the question now or prefers to deal with it in 
his statement when he makes it. 

Dr. Ragan. I think, Mr. Wolverton, I can answer the question in a 
general way by saying that I think there is unanimity of opinion that 
cortisone and ACTH are not the final answer to this problem, but the 
consensus of opinion revolves around their usefulness in controlling 
symptoms and in controlling the disease and allowing the patient to 
resume a useful activity. 1 would like to amplify this a bit, and to 
do that I would have to go into the whole general problem and present 
my point of view, if that is all right. 

The CHamman. Well, we want you to deal with it in the way that 
you desire. 

What I had in mind was that some claim that there are side effects, 
so to speak, to the use of these drugs, even those who admit that they 
are helpful. Yet there has been some indication that there are some 
side effects from them which have to be guarded against very care 
fully, and for that reason the drug should only be used under the 
advice and consultation with physicians. 

Dr. Ragan. I think it is very true that there are side effects from 
these drugs, and I do not think you can lay down a standard policy 
about whether a general practitioner would not have the ability to 
do this all by himself—I mean some general practitioners with care 
and diligence on their part. An adequate reading of medical journals 
could carry this out quite adequately without resorting to a specialist, 
but it does require care and diligence on the part of the physician, 
and I think that that is the major thing that the specialists have tried 
to put across. 

In some cases they have side effects and they cannot be avoided by 

rare and diligence, but they are individual cases. In most instances 
they can be avoided. 

The Cuamman. Well, these drugs, ACTH or cortisone, can they 
be purchased by individuals over the counter at the drugstore or do 
they require prescriptions ? 

Dr. Ragan. They require prescriptions, sir, in most States. 

The Cuarrman. That would have a tendency to guard their use and 
minimize the side effects that could otherwise very likely be great ? 

Dr. Ragan. They should be only given under the direction of a 
physician and under the continuing care of a physician. That is a 
truism. 

The CHairman. You say “under the continuing care of a phy- 
sician” ¢ 

Dr. Ragan. Yes, sir. 

The Cuarrman. By that I assume you mean that they would not be 
given on a prescription that could be indefinitely refilled ¢ 

Mr. Ragan. That is my personal opinion, sir. 

The Cuarrman. Are there any questions? 

Mr. Cartyte. Yes, Mr. Chairman. 

The Cuarman. Mr. Carlyle. 

Mr. Cartyue. Doctor, we were told during the course of these hear- 
ings that there were more different kinds of cancer known to the 
human body than all other diseases combined. How many different 
kinds of rheumatism are known to exist in the human body ¢ 

Dr. McEwen. Might we ask Dr. Ragan to answer that. 
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Dr. Ragan. I think it is fair >to say that there are about 10 different 
types of Tbidiccatlain, onlth dvs ‘y bacteria can influence another joint by 
entering the joint, so you have practically unlimited types. 

Mr. Cartyie. Is rhumatism a disease 4 

ee: Ragan. It isa syndrome. It is a clinical picture, for to be a 

“ase in which we: are perfectly happy about it it has to have a known 
cause, and we have to be able to reproduce j it in animals, preferably, 
and to be able to treat it because of its cause None of these diseases 
except bacterial arthritis fit in that category. 

Mr. Carryte. It is really, then, not a germ; is it 

Dr. Ragan. We do not think so: we do not know for sure. 


Mr. Cartyie. So, you are not expecting, then, to be able to find 


ometh) iw” that would treat rheumatism generally as penicillin is 
seq ¢ 
“Dr. Racan. We hope to be able to find something like that, and I 
ink I ean bring that out what I want to say, I mean the whole 


philo ophy of how we are think ng about this disease. 


Mr. Cariyte. That is all. 


The Cuarrmman. Are there any further questions, gentlemen ? 

May I ask one further question? Dr. McEwen, is it the prt actice of 
he institute not to include the investigator’s salary in a research 
erant ¢ 


Dr. McEwen. Almost invariably all of the grants from all sources 
for research leave out th e salary of the principal investigator. It will 
nelude the salaries of people working under the principal investi- 
gator, but almost invariably in the average research grant from any 
ource, Mr. Wolverton, the grantor begins with the assumption that 
there is on the staff, already on the staff, a person highly qualified in 
this general field who can guide the overall development of the re- 
search program, and his salary is not included, but as to the special 
personne] who would have to be added to the staff in order to carry 
the project out, their salaries are included. There are a few excep- 
tions in which part of the sal: ne of the principal investigator also is 
included in the research grant but those are, by and large, exc eptions 
rather than the rule. 

The Cuairnman. Well, it would seem to me that under the circum- 
stances that failure to do that could have a deterrent effect, because 
ifter all you would hardly expect that the task should be carried on 
by men who have substandard profession: al salaries. Do you think 
prov iding for that would be a means for improving the research work 
that is being done, not only having regard to this partic ular disease 
but with reference to all of these that we are investigating, and where 
there is a research program ‘ 

Dr. McEwen. Yes, sir; especially in the case of rheumatic diseases 
where by and large there are not, as pointed out a while ago, there 
are not on the average medical faculty already people who are skilled 
in this. In the case of heart disease and certain other diseases, there 
are many other diseases in which there are people on the staff, 
most faculties, men who are skilled in those diseases and it is less 
necessary to do that. In the case of rheumatic diseases in very many 
places there is not a person with the proper background on the faculty, 
so there T think it would be helpful, but the same thing would be 
accomplished better by the development of teaching grants which I 
mentioned before, which would place on the faculties these skilled 
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people, and then research grants would come along to back them up in 
the actual research projec ts that the by would u ndert: ake, 

Mr. Hesevron. Mr. Chairman. 

The Cuarrman. Mr. Heselton. 

Mr. Hesevron. Along the line of the chairman’s question there is 
a question which arises in my mind. 

In looking at the grants over the past 25 years, according to a list 

prepared by the National Institute, I would like to ask 
for t the wide variance in the amounts of the grants and in the number 
of people that are engaged in a particular Investigation or research 


< the reaso 


adie. For instance, I find $63,612 in 1952 ane the same amount 
n 1953 in one case, and a number of other rather substantial ones 
going down TO S500, s4. OOO, an | so.O000, Is it beenuse of A necessity 


of having a staff that you had all of those large grants / 

Dr. McEwen. Partly that. and even more, it i: dependent on the 
size of the project, how large a project it is. I think that is the 
major factor 

[I would like to Say in connection with this, and this is my person: 
reaction to it, and I again speak as the dean of a medical school; we 
were quite hopeful a year or 2 years ago when it was rumored that 
it would be possib le to include in research applications for grants a 
pro rata share of the salary of the principal investigator, the head of 
a department, for examp le. where y would be possi ible to ae in 
the rese: arch : application that part of his salary which would be repre- 
sented in the amount of time that he would devote to the project. 

We had looked to that as some ‘thing that would help a good deal 
the rather strained situations that all of the medical schools of the 
country are in, but it turned out to be a rumor which did not material 
ize. I think it would be helpful if it would. 

Mr. Hesevron. It was not formally presented to the people who 
handle the grants ? 

Dr. McEwen. That Idonot know. <Any school looks over all appli 
cations for grants, and they are screened by a faculty group to make 
sure that nothing goes in that the »y would not be proud of, or that they 
would not keep or carry out, or that they could not stand behind. 
Such a committee in going over grants had been told that maybe next 
year it will be possible to include in your applications funds which 
would, in part, cover the head of the departme nt in which the grant 
is going to be made, but we later learned that that did not materialize. 

Mr. Hesevron. In your opinion would that still be helpful ¢ 

Dr. McEwen. Yes; I think it would be a very helpful thing, cer 
tainly to the medical schools of the country. 

Mr. Hesevron. That is all. 

The CuarrmMan. Mr. Priest, did you have a question ¢ 

Mr. Priest. I believe not at this time, Mr. Chairman. 

The Cuatrman. Are there any further questions? Did you have 
any further questions, Mr. Heselton ? 

Mr. Hesevron. I have a question that I hesitate to ask, as I am 
not sure that I understand it. 

The CuarrMan. If you are sure you understand it, proceed. 

Mr. Hesetron. I am not sure | understand this question. Does 
this, and I assume that it is the practice we have been discussing, 
does this not lead to the naming of an investigator for a multiplicity 
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of projects, when, in reality, the actual work is done by one listed as 
an assistant? In other words, the rule or practice 1s violated by the 
substitution of another name. Does that mean anything to you? 





= McEwen. I am not sure that it does. Perhaps I can answer 
wha I think it means in this way. Take almost any competent head 
of a department, a pre - ssor of physiology, a professor of medicine, 
or whoever he m: Ly be hat man, in addition to having a lot of research 
work going on in his department with which he has little direct con- 
tact, as head of the department, will have other projects within his 
own specialized Spl re of interest to which he will devote a “ood deal 
of his time. He will not only administer the fi a received for the 
project, which he would in the case of any project going to his depart- 
ment, but in this particular project he is actually present and is 


spending a certain number of hours each day or week there. Let us 
assume that there is some junior man on his staff who is devoting full 
time to this research, still it would be successful only because the top 
man is there to guide it Ol ‘give considerable time to it. 

Now, I should think that it is proper that that part of his time 
which he devotes to it could be considered as a proper expenditure 
for the research project. 

Mr. Hesevron. There is one further question I might ask of you 
at this time, Doctor. 

In glancing over these grants, and this probably is a question 
against my own personal interest, I notice that in Massachusetts 
and in the Northeast you have a very definite concentration with little 
or no research work of this kind being done in other parts of the 
country. I notice 1, for instance, for Texas, 1 for ¢ California, 1 for 
Tennessee, 1 for Arizona, 1 for Alabama, se 1 for North Carolina, 
but the point is that at Columbia, at your own university, at Harvard 
and in Massachusetts generally there is a great concentration of work. 
In your opinion, is that help ful, Doctor ? 

Dr. McEwen. It is inevitable, and here is why it happens. It comes 
right back to the theme I was stressing a while back, that research is 
going to be done at the place where there are the men and the facili- 
ties to carry it out. 

Up until a few years ago I think the Foundation had felt that there 
were just a handful of medical schools in the country where there are 
men and the facilities for doing this kind of work on a full-time 
basis. 

They have insisted on the faculty being there at the time a re- 
quest was made for a grant. It is perfectly natural when funds be- 
come available for research that those institutions which have the 
skilled men and the facilities to carry them out are the ones which 
will submit better applications and come forward with work that 
they want todo. I think that is one of the problems that was brought 
up at Harvard, and to Dr. Bauer at Massachusetts General, and Dr. 
Bayles at Brigham and others in Boston, and especially Dr. Bauer 
who was one of the pioneers in this country. It is natural when funds 
are available for research, that those are the principal places in which 
it will be done. That is natural. 

Mr. Heseuron. I have in mind that this committee in developing 
the National Science Foundation law, and also in connection with the 
extensive hearings in connection with the financial straits of the medi- 
eal schools and research activities, came to the conclusion, I think, 
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pretty generally, that it would be a healthy thing for the country as a 
whole to stimulate medical research activities all over the country, 
rather than concentrating them in one given area. I think we felt at 


that time that undoubtedly there are young men and women who can- 


not go to some of these larger institutions in or near the metropolitan 
centers. I wonder whether or not that is part of t overall problem 


that this committee will have to face up to? 

Dr. McEwen. This ae I think, very well the difference 
between the work of the National Science Foundation and the United 
States Public Health Service through their Institutes of Health. 

It is a very different thing when you are dealing with the basic 
things, which every university and every college shun: have, such as 
a department of chemistry, a department of physics, a de partment 
of biology, and so forth, in which these people can be trained, but it 
is just a matter of commonsense that when one comes to work in 
a disease in the normal course of events you cannot carry the work 
out ina vacuum. Now, why is every medical school, or most of them 
built in the big cities where there ‘are big hospitals? It is because 
that is where the sick people are, the very stuff of which medical edu- 
cation is made. 

Therefore, when you came to research in disease it can be done only 
in those places where there are the facilities with which to do it. 

Again let me go back to Boston, for example. 

A “few years ago if you were going to carry out a piece of research 
in a rheumatic disease it had to be done at some new institution where 
there was not already a big program going on in it. You would have 
to import people to do the work, and you would have to assume that 
there was an atmosphere of scientific curiosity about the disease which 
would make it possible and profitable place for the work to be done, 
plus having the facilities which are required with which to do it. 

One of the most important things in these diseases was the training 
of young men who were going to do the work in the years ahead. At 
that stage only you can train them and at those places where the 
facilities : already exist, where you have men who are trained in arthri- 
tis and rheumatic work already. Dr. Bauer’s group is an example of 
that where he has the facilities to do it. Once he has trained a man 
and there is a desire on the part of all medical schools in the country 
to add such pupils to their staff and the funds through teaching grants 
are available to do this, then you can set up these programs in your 
medical schools, but you cannot do it in a vacuum. 

Mr. Hesexron. I understand the chairman wanted to recess at this 
time, but I would like to have Dr. McEwen, or someone who is pre- 
pared to do so, discuss the question of clinics, such as the Leahy and 
the Mayo Clinics. I would like to have some "information as to w hat 
part they are playing or planning in the control of these diseases, 

The Cuarrman. You need not put the comment I am about to make 
on the record. 

(Discussion off the record.) 

The Cuairman. Mr. Priest, did you have a question that you 
wanted to ask? 

Mr. Priest. I believe, Mr. Chairman, that Mr. Heselton and Dr. 
McEwen developed that question for me. 

My simple question was how can we more widely distribute the 
research programs and grants-in-aid, and I think it comes down to a 
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question of teaching and facilities before it can be done. That is the 

question I had in mind, Mr. Chairman. 
The Cuarman. I think the comment that was just made by Dr. 
McEwen, in answer to the question by Mr. Heselton. indicates that 
| | be helpful to this committee that will 


there can be much that wi 
crow out of these he arinigs bevond the discussio} oT the mere particu- 


} 
i 


ir diseases that brings the individuals here. 
While Dr. McEwen came here to speak today on rheumatism and 


arthritis, yet the answer that he has just made indicates that the wide 
( edge he as as Cie 1 of one of ow oreat mea cal schools would 

e helpful tot comm et answerlmg some of these other problems 
we see GroWwlhg up, and the olution ot which could be helpful in 


e general picture of public health, so that we are very much indebted 
» VOU, Doctor, for the heip that you have given the committee, not 
mly along the line that you came here prepared to speak on today, but 
t! other questions as they have been rar veloped. 


Dr. McEwenx. Thank you, sir. 


The CHAIRM LN. Now. lt there is no objectio1 we will recess for an 
hour. I wish it could be longer, but in view of the fact that we want 


} ] } 
Oo hinisi 


1 this phase of our hearing today, and having in mind the 
mportance of the individuals who are participating in the panel and 
heir desire to vet back to their several activities without undue delay, 
we will strive to finish this afternoon, and I am very hopeful that the 
committee and all concerned will be here promptly within the hour so 
that we can finish this afternoon. 

Chereupon, at 12:40 p. m., the committee recessed until 1:40 p. m. 


1 


ot the same day.) 
AFTERNOON SESSION 


(The committee reconvened at 1:40 p. m., pursuant to recess. ) 

The (CHAIRMAN. ‘I he committee will come to ¢ rder. Dr. Me Ewen. 
who will be your first witness this afternoon? I have in mind that 
some of the members of the panel have engagements they would like to 
meet, so we Will move along just as fast as we can without doing harm 
to the panel or the agenda. 

Dr. McEwen. The next on our list here. Mr. Chairman, is Dr. 
Charles Ragan, who was answering some questions at the time we 
recessed for lunch. He is going to talk on the present status of our 
knowledge of the rheumatic diseases and the problems to be attacked 
in the immediate future. Because it is some time since I introduced 
Dr. Ragan before, may I just say again that he is president of the 
American Rheumatism Association and is associate professor of medi- 
cine in charge of arthritis and rheumatism work at the College of 
Physicians and Surgeons of Columbia University. 

The CuairmMan. Doctor, we would be pleased to hear you. 


STATEMENT OF DR. CHARLES RAGAN, NEW YORK, N. Y., 
PRESIDENT, AMERICAN RHEUMATISM ASSOCIATION 


Dr. Ragan. Mr. Wolverton and members of the committee: I have 
a prepared statement for the reporter here, in case I say a few phrases 
which are rather difficult to understand. 

The Cuarmman. Having in mind that you have that statement, 
which I am glad to be informed of, it may be that some of the others 
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have statements. I want you to indicate it, if you will, and they will be 
made a part of the record when you give your testimony or at su 
other time as you may desire, wherever you think it is most app 


priate. So please make known to me W he ther you do have statement 
or not when you spe ak. 

Dr. Ragan. I would like to say that I may have to get somewhat 
technical. If I am not understood I would appreciate it if I wer 


interrupted at the time. 

(Discussion off the record.) 

Dr. Ragan. In essence, sir, our goal is a very obvious one, consist 
ing of a desire to control the ravages of these diseases until a cur 
be attained, by eradicating 
until one can prevent it by suitable prophyiactic measures. 

To accomplish these aims, the first step must be a reasonable assu 
ance that one can recognize the disease elini cally, In the past two 
decades, great strides have been made in this direction by diagnostic 
procedures and by a study of the clinical course of the several sy! 
dromes in the group. By the study of the course, one may know what 
to expect if no control is possible. In other words, one can, to a cet 
tain extent, predict the future. We now have a firm understanding of 
the clinical picture of these diseases and a reasonable classification 
on a descriptive plane. The classification, however, is not on a level 
which could be called mechanistic; that is, these diseases are not de 
scribed or classified according to the cause since the cause is not, at the 
present time, known. We can recognize the disease when it appears. 
We have some conception of its course and, in a great many instances 
we can control symptoms, decrease the speed of the downhill course, 
and return the patient to a useful activity. We are, however, groping 
for an understanding of what starts the disease process, what keeps 
it going, how to stop it or how to prevent it from developing. Funda- 
ment ally, in suc +h a situation one is working blind, controlling a process 
in the hope that unknown factors will supervene and stop the disease 
while we sit by and control it. It is a bit like a sailboat, dependent 
upon the wind, which, in a dead calm or in a strong breeze, ae not 
necessarily sail a true course. 

There are many leads which must be followed before we can achieve 
our ultimate goal. ‘Two pathways are open by which such a problem 
can be attacked. One is by hunch and empiric methods, the other is 
by an orderly approach from one piece of information to its logical 
sequel, Both approaches have been and are being tried in this field. 
The problem of rheumatoid arthritis has been attacked most exten- 
sively by the former method and that of gout by the latter. Gout isa 
disease probably more amenable to approach by the precise methods 
of modern science and, although we are not aware of tts exact nature, 
we do havea OK Ye working knowledge concel ning the management of 
the gouty patient. In recent years, the orderly approach to an under- 
standing of the disease has been attempted in rheumatoid arthritis 
as well as in the so-called collagen diseases such as lupus, ete. It is 
the hope of most of us that this approach will be continued. 

In this orderly approach, progress has been greatly handi apped 
because no comparable disease has been produced experimentally 
although patterns similar to some of those seen in life have been pro- 
duced in animals by hypersensitivity reactions. One logical step has 
been to study the phenomena of hypersensitivity or the union of anti- 


19 its cause when a cure can be obtained, o1 
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gen and antibody to determine if this might be the basis for these 
diseases. Study of means by which these phenomena can be modified 
and application of these results to disease i ites have been carried out 
and are being conti mech 

The tissues involved in the rheumatic diseases have been studied 
extensively but we still know relatively little about their characteris- 
tics. This is arduous work, requiring a great deal of basic funda- 
mental training, experience, and equipment, but, in the last 5 years, 
our knowledge of the collagens and the complex sugars of the con- 
nective tissues has progressed rapidly. The mingling of these chem- 
ical and physical studies with those of hypersensitivity presents a 
great challenge. There is a theory that the reaction ending in the 
disease state is initiated by a component of this tissue and is perpetu- 
ated through the mechanisms of hypersensitivity. 

A third approach which is being pursued is the study of the infl: am- 
matory reaction in its intimate phases. These diseases are peculiar in 
that they show inflammation without known cause, such as bacterium, 
a virus, or a known antigen-antibody reaction. Many of the agents 
which are used for the control of these diseases—aspirin, cortisone, and 
phenylbutazone—have properties which permit them to be called anti- 
inflammatory, in other words, they counteract inflammation. ‘Two 
possible advances might emanate from such studies. The first, better 
agents to control inflammation might be discovered. The second, and 
to me more important in the long run, a more detailed knowledge of 
the inflammatory reaction would be obtained whereby we might deal 
with this reaction in the disease state with more knowledgeable assur- 
ance and hence with less chance for error. 

On the clinical plane, ee le studies are needed to determine, if possi- 
ble, the factors which may be blamed as precipitating ones. If these 
ean be pinpointed and elin ceeon much could be done to control the 
disease. 

Continued application and further refinement of the present meth- 
ods of management of this disease should bear fruit since no one can, 
at present, with assurance, outline an ideal method of utilizing exist- 
ing the rape sutic agents. The lack of uns animity concernil ng their ap- 
plication bespeaks both their inadequacy and our lack of complete 
knowledge concerning their exhibition. 

In summary, then, there are pathways through which our present 
knowledge may be extended and amplified with the hope that ulti- 
mately this group of diseases may be controlled, and, once their 

causation is more clearly understood, cured, or prevented from devel- 

oping. ‘The problems are there, the great deficiency at present is in 
men trained in the needed disciplines who must be enlisted from 
the predoctoral and postdoctoral students in the basic sciences and 
in medicine. 

I would like to say, as Dr. McEwen has stressed, the problems are 
there and the great deficiency at present seems to be more trained 
men studying these problems. 

The Carman. Any questions, gentlemen? Mr. Dolliver. 

Mr. Dotriver. I think it was said this morning, if I understood 
the testimony correctly, that there were some phases of this type of 
disease, or some types of these diseases, that were actually caused by 
germs or by infection. Is that correct ? 

Dr. Racan. That is right, sir. 
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Mr. Dottiver. And that that type of a disease has pretty well been 
brought under control because you know what to do with respect to 
the cause. Is it possible to make a great differentiation or a clear 
diagnosis of such types of diseases ? 

Dr. Ragan. In most instances it is possible either by diagnostic 
procedures or by the response to therapy. I mean, nowadays, for 
instance, in gonococcal arthritis, the best diagnostic procedure you 
can carry out is a complete beneficial response to penicillin. ‘We 
frequently use the therapeutic response as a diagnostic criteria. 

Mr. Dotuiver. In other words, if the disease responds to penicillin 
you can say with assurance that it was that disease that is responsive 
to that treatment. 

Dr. Ragan. With certain qualifications you can say that. I mean, 
if there is a reasonable belief from a clinical point of view that it is 
due to the gonococeus, or if you can culture the gonococcus and it 
responds to penicillin, you can say it is gonococcal arthritis. 

Mr. Donxiver. Ordinarily we think of these diseases, from a popular 
standpoint, as being inflammations of the joints and the tissues con- 
necting the joints. ‘Ts that somewhere near correct ? 

Dr. Ragan. Yes, sir. The point is that you have an inflammation. 
It is the popular conception that this is an inflammation only in joints 
or in the supporting structures around a joint; but actually as we 
are learning more about this we find that these inflammatory and 
necrotic processes are widespread throughout the body in the patients 
with severe diseases. If you have an inflammation and that subsides 
temporarily you have some scarring, and the sear tissue is oftentimes 
what causes the most crippling effects in rheumatoid arthritis. 

Mr. Dotutver. Do I paraphrase you correctly in saying that some- 
times these diseases, where there is a crippling of the joint, are merely 
a symptom of the disease itself rather than the disease ? 

Dr. Ragan. Yes, sir; I think so. I think it is just a manifestation 
of the host response to the disease. What the disease is, or the stimulus 
which starts the thing, may be something else. In other words, in 
tuberculosis if the disease is the tubercle bacillus and the individual 
responds to the tubercle bacillus we do not know what the causative 
agent in this disease is. 

Mr. Douutver. I think Dr. McEwen stated this morning that there 
was evidence of arthritis or rheumatism in the bones of the ancient 
Egyptians which have been found in the pyramids and other tombs 
in that country. 

Dr. Ragan. Yes, sir. 

Mr. Dotutver. What is that type of disfigurement which has been 
observed ? 

Dr. Racan. Most of that was degenerative joint disease or osteo- 
arthritis, which is a manifestation of the aging process. To my know]l- 
edge, at least, they have not found too much rheumatoid arthritis. 

Mr. Dotutver. Would rheumatoid arthritis be visible in the skele- 
tons? 

Dr. Ragan. It might possibly be so, but most of it is in your soft 
tissue, which would be gone in a mummy. 

Mr. Dotutver. Is that in general the distinction between osteo- 
arthritis and rheumatoid arthritis? The one is visible on the bony 
structure and the other is in the soft tissues ? 
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Dr. Ragan. No. You have changes in the bony structure in rheu- 
matoid arthritis as well. 

Mr. Dotuiver. Why are there two different names/ That is what I 
am trying to get at. 

Dr. RAGAN. They cause two different pictures completely. 

Mr. Doxuiver. Please describe them. 


Racan. Rheumatoid arthritis is a disease, as General Kenney 
said, which occurs between the ages of 18 and 45 in its peak incidence. 
It is a disease that is characterized by inflammation. It involves not 
only weight-bearing joints but joints of your hands and of your feet 
is well; not the big joints only. It is a disease with widespread in 

lvement by this 1 ul matory process, 

Osteoarthritis, or degenerative joint clisease, isa mani fest: ation oft 
aving. It occurs In joints whi h have been expo ed to wear and tear. 
It involves primarily only the joints and cartilage next to the joint, 
[t occurs most commonly in weight-bearing j joints suc h as your knees; 
and it is seldom, if ever, associated with inflammation. It is just a 


breakdown of tissue due to wear and tear. 

Mr. Dotuiver. It may be one of the concomitants of old age? 

Dr. Ragan. We believe it is that. It occurs with increasing fre- 
quency in every decade of life. 

Mr. Dotutver. Do I understand, too, that there are no experimental 
animals in which these Symptoms of the disease can be produced ¢ 

Dr. Racan. To the best of my knowledge, Mr. Dolliver, there is no 
experimental animal in which a similar disease can be produced. The 
main difliculty is that the disease be self-perpetuating, and that has 
not been established in an animal. You can make an inflammation in 
joints by putting in irritants in an experimental animal, but the joint 
either gets well or becomes completely atrophied and the inflamma- 
tion subsides in time. But this is a self-perpetuating disease and 
seems to go up and down for various reasons. 

Mr. Dotiiver. From what you have said it seems to me that I per- 
ceive there are a great many things unknown about this whole thing. 
I would like to have you say what. you believe are the most promising 
plans for getting at the answers to these unknowns, let us say in the 
next decade. 

Dr. Ragan. Well, I think they can be grouped into three categories. 

At the present time we certainly need to know more about the clini- 
cal picture of the disease, to study that more intensively and_possi- 
bly find a lead from a purely clinical research on what the precipitat- 
ing cause is and what causes it to have wide swings of activity. This is 
being pursued actively. It has been pursued actively for a reasonable 
number of years, and we have not gotten too far. But there is a possi- 
bility that this way may be fruitful. 

The second problem is to me getting at the heart of the matter, 
which is to determine if possible if one of the elements of the body is 
the irritant which is causing a hypersensitivity reaction. This at the 
present time is the mode of approach which is most popular through- 
out the country and the world. 

Mr. Doutuiver. In other words, by that you mean—— 

Dr. Ragan. Most people are working on it. 

Mr. Dotuiver. There is some irritant in one of the juices of the body 
or one of the glands of the body which results in this disease; some 
malfunction ? 
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Dr. Ragan. Yes, sir. That sets up a hypersensitivity reaction and 
the joint inflammation is in essence the hives. The patient with 
arthritis is sensitive to one of the componen ts of his own tissue. 

To determine the nature of this component is extre smely difficult. 
because when these v: arious components are isolated from the tissue, 
they have to be purified, and when they are purified they are almost 
always changed. It is a very difficult problem in ph vsic: J chemistry 
as well as in immunochemistry. There is a great deal of work being 
done on this at the present time. 

Again, to the best of my knowledge, it is all on the outskirts of the 
problem. So I do not know whether this can get an answer in 10 years 
or not. 

The third problem which I think is a possible way of controlling the 
disease and not necessarily curing it, not necessarily knowing much 
more about the actual pathoge nesis or mechanism of the disease than 
we do now, is by the study of the inflammatory process. We have need 
of a small test animal to run through a great many drugs or agents 
to see if they would do anything. There are means now being applied 
by at least two drug houses and several clinical centers by which such 
an anti-inflammatory agent can be screened. 

If you have an anti-inflammatory agent which will stop the in 
flammation or control the inflammation and not have other unfortu- 
nate side effects, you may be able to achieve a great deal as far as 
benefit to the patient and helping the patient to resume his life is 
concerned. You certainly will not cure the disease. 

So far as I can see, the ‘only way of curing the disease is to find out 
what causes it. To me the only way to approach that right now is 
through this very complic ated study ‘of the connective tissue to deter 
mine if that is an irritant. 

Mr. Dotutver. That leads me to this quest ion: Wouid you elaborate 
on the connection or jus t what the connective tissue is and how it has 
to do with arthritis. 

Dr. RaGcan. Well, let us stick to rheumatoid arthritis for a second. 

Mr. Dotxiver. Very well. 

Dr. Ragan. When you see the patient with rheumatoid arthritis 
you see a patient who has swollen, inflamed joints which are con- 
tracted. That is the end stage of a process which ends up with scar 
tissue. It starts with inflammation. 

Now, the inflammatory process is in the loose connective tissue 
around the joints and throughout the body. Scar tissue in a muscle 
will not cause too much trouble, because the scar will be minute; but 
scar tissue in a joint will cause trouble because there is a lot of con- 
nective tissue around it. You end up with a disease which looks like 
they had trouble in the joints, but they really had trouble throughout 
the body. 

The present concept is that the primary lesion is a sort of break- 
down of the activity nearby a small blood vessel which causes an in- 
flammation of that blood vessel, which leads to this whole area of 
necrosis, of the breakdown of tissue, which is replaced by scar tissue, 
leading to the deformity. So far as anybody can see, the primary 
lesion is in this loose connective tissue. 

That is the most important lead we have now to know what the 
disease is all about. 
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Mr. Dotuiver. I take it from what has been said here that probably 
the rheumatoid arthritis is the most debilitating and perhaps the most 
widespread of any of these diseases ? 

Dr. Ragan. It is by far the most debilitating. Whether it is the 
most widespread or not, when you consider that everybody over the 
age of 40 has some osteoarthritis, is another thing. But the patient 
with osteoarthritis m: L\ be out of work 1 di: iy a year because of osteo- 
arthritis, ahenese the patient with rheumatoid arthritis may be out 
of work 260 days a year. 

Mr. Doxiiver. In view of the statement vou have just made do you 
think it would be advantageous to concentrate the efforts of investiga- 
tion and our money and so on in this field of rheumatoid arthritis and 
abandon the others, more or less / 

Dr. Ragan. Well, I think that they are interdigitated. 

Mr. Dotutver. Pardon me? 

Dr. Ragan. I think they are mixed up so that you could not aban- 
don a study of osteoarthritis and concentrate on rheumatoid arthritis 
any more than you ¢ ‘ould abandon a study of lupus e rythe matosus and 
continue the study of rheumatoid arthritis. 

Certainly in the research on the connective tissue all these diseases 
are involved. To understand something about a breakdown and the 
effect of wear and tear on the connective tissue will help you to un- 
derstand something about inflammation of connective tissue. 

As I say, a lot of this is a study in general biology. It is not only 
a study of rheumatoid arthritis, but certainly the study of inflamma- 
tion is a biological phenomena, as well as is the study of arthritis. 

That is true just like the study of the connective tissue is a bio- 
chemical study sometimes. 

Mr. Dotuiver. In other words, the whole field of diseases is such 
that they are related to each other and indeed to the whole field of 
physiology, I suppose ? 

rv, Ragan. I think that is a fair statement. 

Mr. Dotiiver. Are there any reliable measures today for arresting 
rheumatoid arthritis or preventing it, such as cortisone or ACTH or 
any compound such as aspirin? Please develop what there is in that 
field. 

Dr. Ragan. I think that there is no one agent which will suffice to 
be the complete answer in rheumatoid arthritis. I think that the most 
important thing in the case of the patient with the disease is to use 
all types of therapy which are indicated in your own mind. 

Now, if you use optimal therapy in this way I think it is fair to 
agree with General Kenney that about 70 percent of the patients can 
be returned to a useful activity, and a reasonable number of others 

can be made much more comfortable; that a certain number of them 
are such that nothing you do will seem to modify the course of their 
condition. 

Mr. Do.iiver. Something was said in the discussion this morning 
about climate. Does a warm and dry climate have a tendency to re- 
lieve the patient of the pains of these diseases ? 

Dr. Ragan. Sometimes; not universally so. 

Mr. Doxuiver. Are there medicinal waters which sometimes give 
relief ? 
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Dr. RaGan. Sometimes. Sometimes if you just look at the patient 
with rheumatoid arthritis he will get relief. That is the main trouble, 
Mr. Dolliver. We do not know what we are doing quite a few times. 
Anybody studying this disease will insist that he have a large series of 
patients so that he can cancel out these unknown factors. 

Mr. Douiiver. Do you indicate by that that sometimes these thing: 
are imaginary / 

Dr. Ragan. No, sir. 

Mr. Douttiver. That they are hypochondriacs? 

Dr. Ragan. No, sir. It is just that we do not know what turns 
this disease on and off in its natural course. 

Mr. Douuiver. I suppose there are some patients who complain of 
these pains who have no exterior or visible evidence of them at all; 
is that right ? 

Dr. Ragan. There are a reasonable number of them who do not 
have any external evidence, and they have the disease. There are 
a reasonable number of patients who complain of this and are malin- 
gerers ; they do not have the disease. It takes a reasonable application 
of diagnostic procedures to differentiate those two groups of patients. 

Mr. Do.iiver. You agreed with General Kenney that approxi- 
mately 70 percent of those afllicted with rheumatoid arthritis could 
be returned to work on a more or less permanent basis. What meas- 
ures are used medicinally and diagnostically or clinically to get them 
back to work ? 

Dr. Ragan. Well, there is some difference of opinion about that. 
I think it is fair to say most people would feel that you should use 
first the simplest measures and then, if they do not work, go on to meas- 
ures which are not quite so simple. 

The Cuarrman. Sort of a trial and error? 

Dr. Ragan. By and large. The first thing we do, for instance, we 
get the patients to take as much aspirin as they can stand and get them 
to modify their life a little bit by taking some of the load off. Often- 
times that works quite well. 

Mr. Priest. Would the gentleman yield? 

Mr. Doutiver. I should be glad to yield. 

Mr. Priest. I understood you earlier to say you included aspirin as 
an anti-inflammatory agent, and I was not sure I understood you cor- 
rectly, and your mention of it brought the question to my mind. Is it 
considered an anti-inflammatory agent? 

Dr. Ragan. By many it is. There is some animal work to show that 
it is. 

Mr. Priest. Thank you. 

Dr. Ragan. Everything beyond that that you do in this disease is a 
valculated risk. I do not think there is any agent we use which poten- 
tially is completely harmless, and you have to balance how much you 
wish to do against the possible harm you can do. 

There are certain people in the country who believe a sanatorium 
type of care is proper for the treatment of this type of disease. 

In Scandinavia they have done a great deal of work in regard to this 
particular problem and are doing that work at the present time. There 
are certain people in the country that believe you should use gold com- 
pound, and there are people who believe that if aspirin does not work 
you should start the patient on cortisone. 
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The Cuairman. What place does diet have in this problem ‘ 

Dr. Ragan. So far as I know, Mr. Wolverton, a nutritious diet is 
about all one can recommend, because most of these people with rheu- 
matoid arthritis are undernourished. 

The CyarrMan. Does diet in any way tend to create the condition 
that brings on the disease? Can diet in any way control it? 

Dr. Ragan. So far as I can determine, I do not think anyone in 
this country feels that anything you eat will either give you rheuma- 
toid arthritis or prevent you from getting it, and once you have the 
disease, anything you eat will not modify the disease to any great 
extent. 

Mr. Dotuiver. I understood you to say that every method you 
use in this disease was a cale tlated risk. Do you mean bv that that 
remedies such as aspirin, ACTH, and gold compound, and cortisone 
have adverse side effects ? 

Dr. Ragan. Yes, sir: except for aspirin, but I am a proponent for 
aspirin, and that even has some adverse side effects. ‘There are cer- 
tain people who are sensitive to aspirin, but all these other agents 
that you have mentioned are potentially harmful and can cause 
trouble. 

Mr. Doxutver. Well, just by illustration, what evil-result side 
effects would come from the use of cortisone ¢ 

Dr. Racan. Well, cortisone—again I am quoting my own concept, 
which may not be universa - held—cortisone is an anti-inflammatory 
agent, and that is, in my opinion, how it works in rheumatoid arthritis. 
It t also will modify othe infl cul aiudtiien. and you may develop pheu- 
monia when you are given cortisone just from a common cold, and 
it will not produce the same symptoms that you ordinarily get when 
you take pneumonia. There was one patient reported who died from 
pneumonia, which was practically unrecognized until the time of 
death. 

That is one sic > effec te The other side effects are those you expect 
from any — hormone lke heart failure, which 1 be controlled 
n almost every pati , and is no real problem. rt other side effect 
is diabetes whic e isin. we thought was going to be a terrific problem, 
and turned out to be a very minor one. ‘The next one is that the bones 
may get more rarified. Ww hen people have ef rematber ae arthritis their 
bones are rarified to start with. When they have very little pain 
as a result of taking cortisone they may walk around a lot more on 
rarified bones, and either because of that or because the hormones 
make their bones more rarified, they may fracture those bones. 

Mr. Dotuiver. Does cortisone have any effect upon the adrenal 
glands? 

Dr. Racan. Yes, sir; it does. Cortisone in certain patients, at 
least—not in all—will cause the adrenal glands to go to sleep. The 
adrenals are stimulated by the pituitary and the pituitary is guided 
DY a certain level of cortisone that the body itself makes. If you 
supply the cortisone from outside, the pituitary will be misguided and 
consequently the adrenals will not be stimulated. So. t they will go to 
sleep. Again, this has been a side effect which has been noted in some 
centers and not noted in others. It can be overcome by various ways 

Mr. Dotiiver. Doctor, I am impressed by the bleakness of this 
picture, and maybe we can sound a more hopeful note. 
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Can you specify an ything that has happened in the last 5 years 
which is an improve ment in the situation, which would give us sor 
hope that we sha 1] lave some remedies or some proce lures that w ll be 
effective in the future? 

Dr. Racan. Yes; I think I have been in this field for a 
years, and it does not look nearly as bleak now a rs ago 
But, I think the obvio thing 1s that in the last 5 l oO} One 
ome along t] he work of Dr. Hi I iH 

the one to say that Sis not re for the ease. It h O1VE 
us a tool to study the disease in m more t 1 th we | 
before. In add tion to that, 16 has @iven us an agent v 1 in 
instances provid Loreal al of by 
patient can return to an active, useful existence. 1 think that 1s the 
most obvious ben ficial thine t iat has ippened the last Ve 

Ch n, there ; e two other thi O'S which [ th kx should be mentio 
on a less dramatic ees: One of them is that we know a great deal 
more about these diseases ian we did even 5 year's ago. If yam votoa 
meeting of the Am«¢ rican Rheumatism Association at the pres 
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you will find much less loose ti “a than you did 5 years ago. We eae 
more about what to expect in this regard and we are not as loose as 
we were in our thinking before " The third thing is that we h ive gone 
very far in our study of the connective tissue. This has been a very 
dramatic—to me at least—course in this study of this whole problem. 
We have made great advances in our understanding of this connective 
tissue which is extremely complex and which is important in this 
particular field, but I think they may be important in many other fields 
as well. The impetus in this study of the connective tissue has come 
from the centers which are dealing with arthritis. 

Mr. Dotuiver. I thank you very much. Mr, Chairman, that is 
all. 

Mr. Priest. Mr. Chairman, I have just 1 or 2 questions. 

Still on the subject of cortisone and ACTH, has the clinical ex- 
perience to date indicated whether there is a difference, and if so 
which is the more favorable to use, ACTH for the stimulation of corti- 
sone within the human body or to give cortisone directly ? 

Dr. Ragan. Mr. Priest, I think that there has been a great deal 
of argument, pro and con, on both sides, but I think most of that has 
resolved itself into the situation that we think it would make little 
difference. 

Mr. Priest. I would think possibly the only difference and this may 
not be really a difference, but there was the suggestion in reply to Mr. 
Dolliver a few moments ago that sometimes cortisone would put the 
adrenal glands to sleep, and that would not be true with ACTH; 
would it ? 

Dr. Ragan. No, sir; but what most people do now is to activate 
the adrenal gland by giving the ACTH. ‘The problem there is, Does 
ACTH put the pituitary gland to sleep? Nobody knows. 

Mr. Priest. Now, 1 or 2 further questions on the same sub- 
ject, and I will be brief, because I know there are others who would 
like to ask questions. It has been about 5 years, I believe, since the 
beginning of treatment generally by the use of ACTH and corti- 
sone. During that 5-year period, has the clinical experience indi- 
cated that any real progress has been made insofar as sustained bene- 
fits from the treatment are concerned, or has it been more or less like 
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insulin for diabetes where a patient has to take it every day, or pe- 
riodically, in order to obtain favorable results? In other words, has 
the time between doses been lengthened indicating that there might 
be some permanency to such a treatment ? 

Dr. Ragan. I think we have to answer that question by two re- 
marks, Mr. Priest. In the first place, a certain number of patients 
can stop taking cortisone altogether and a certain number can stop 
for a certain time and have to start again, but maty patients have 
to keep taking it ¢ very day. 

Mr. Priest. It depends, then, somewhat largely on the individual 
pi tient as to that part icular reaction ¢ 

Dr. Ragan. Yes, s 

Mr. Priest. Just one further question: Has the experience indi- 
cated that one side effect from cortisone treatment might be a sort of 
mental depression ¢ 

Dr. Ragan. It occurs, I should say, in a very few patients taking 
hormones. It occurred much more frequently in the beginning and 
we thought it was going to turn out to be a more common side effect, 
but recently it has occurred much less frequently. I think it is be- 
cause we use small doses of hormones and it is a temporary symptom 
and has not continued. 

Mr. Priest. It has not continued ? 

Dr. Ragan. No, sir. 

Mr. Priest. Then, one other question: What is the average price 
per dose that a patient can receive cortisone treatment for today? 
I know it has come down considerably, but I would like to get that 
figure as nearly as you could get it. 

Dr. Ragan. It is approximately 50 cents a day. 

Mr. Priest. Approximately 50 cents a day? 

Dr. Poeak That is correct. 

The Cuatrman. Did you say 50 cents per day? 

Dr. Racan. Yes, sir; about 50 cents a day. That is for the hormone 
alone. 

Mr. Priest. That is all, Mr. Chairman, for the present. 

Mr. Hesevron. Doctor, I thi nk you mentioned in the course of your 
statement the necessity of acquiring equipment as one of the important 
future developments. Is that a relatively expensive item ? 

Dr. Racan. Occasionally it can be very expensive, Mr. Heselton. 
The study of the one phase of this disease particularly has been most 
fruitful by the use of the electron microscope. I do not have any 
idea of the cost of the electron microscope, but I think it is around 
$45,000. Every center in the United States should not be equipped 
with an electron microscope, but that gives you an idea of the price 
of the equipment that is needed. 

Mr. Hesevron. That leads me to ask you if you know of anything 
that the Atomic Energy Commission is doing in its medical work in 
this field? 

Dr. Ragan. The only thing I could possibly think of would be in 
the use of isotopes. There is some work going on in arthritis and 
connective tissue in which isotopes are used but I do not know whether 
it is sponsored by the Atomic Energy Commission. To the best of 
my knowledge no work in this particular field is being done on AEC 
grants. 
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Mr. Hesevron. Are you able to say from any study that you have 
made whether the disease itself is o the increase or whether it has 
been stabilized or lessened in the last few years in this country / 

Dr. RaGan. Anything I said on a Mr. "eecadaces would be a 
guess, but certainly as our population gets older the incidence of 
osteoarthr itis is going to get greater. We certainly have the impres 
sion in most centers that the disease is increasing. It may be that 
10 years ago we did not recognize them. There are certain diagnostic 
procedures which have been introduced in the last 5 years which make 
us much more aware of these diseases. 

Mr. Hesevron. Are you in a position to say what the situation 
here is as against in other countries? 

Dr. Ragan. Most sur vevs that are done in other countries show an 
incidence which is roughly similar to ours. I am talking about north- 
ern European countries. The Scandinavians have it listed as a report 
able disease in Scandinavia. They have much better indices of preva- 
lence than we have, but I do not think the incidence over there is any 
different than ours in a comparable area. 

Mr. Hesetron. Is there anything to indicate that it is more preva- 
lent in one race than another race ? 

Dr. Ragan. There was some work that was carried out in the 
Malay States in 1915 which showed that in that part of the world 
rheumatoid arthritis was very rare. That work has come under great 
criticism since then, because the investigator was thought to have 
missed a great many of these patients. 1 do not know of any adequate 
statistics to show that there is any difference between the races. 

Mr. Hesevron. I take it that there is no valid evidence that climatic 
conditions necessarily play any significant part in the existence of 
the disease ? 

Dr. Ragan. There is only suggestive evidence, Mr. Heselton. It is 
not conclusive by any means. 

Mr. Hesexron. From that list of grants that I referred to this 
morning, in running over it, I notice that in some form or another 
the effect of cortisone and ACTH was a matter of research by inves 
tigators in 13 instances in various parts of the country, and as I 
roughly added it up there were 55 research projects involved. 

I know the members of this committee realize, because of their 
familiarity with the National Science Foundation legislation and 
other legislation, you simply cannot eliminate duplication in terms 
of basic research. On the other hand, we are all conscious of the fact 
that limitation of funds is an important factor, and I am wondering 
whether there has been any appraisal of how much emphasis should 
be placed on one particular field as against another and whether there 
is an overemphasis in something like this and an underemphasis in 
some other field ¢ 

Dr. Ragan. I do not know whether I could answer that question 
fully or not, Mr. Heselton, but, certainly, when cortisone and ACTH 
came along, it was a very attractive field to go into. I know that a 
certain number of those grants are for clinical studies. 

As I mentioned before, in this disease if you start talking about 
2 or 3 patients, you might as well not talk at all. You need a good 
series consisting at least of 100 patients. I think a certain number 
of those grants were in the nature of a cooperative study to get a 
large group of patients which could be studied at various institutions. 
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I kn W it would be | ract cally impo sible to tudy LOO patients ade- 
quately in one institution on the use of cortisone or ACTH. I think 
some of t stud ‘ ious facets, on the side effects 
I efiect et . I think that it prob bly resulted from 
fact that this - ve field \ nan’ people thought 
ey could get a ans é 1 ( man) pplieations were sub- 
In my person: opin 2 ov U! k there has been an 

( 1p is i r+ years ¢ th pe rticular problem. 
\ I i O van Del 

I ; at yf 
Fe | | during th. 

ir] P} National | 

| { ) Xt 0 veal I must confe 
i S evel ol That leads me— 
ind I think we might well be realistic about it; when you con- 
the appropriat which will be necessary for the Air Force 
ind other agencies, it ot very likely that the Congress is going to 
appropriate 200 percent more next year than they did this year in 

! any field except possibly atomic energy and national defen 
Now, there is a bi ( 1 between research and fellowship, teach 
ng, medical subjects, construction, and in various forms of research. 
In viev of what I have aid and assuming that it is valid, would 
you care to en any O] inion of the relative i portance of the 

various things that are contained in the proposals in the budget ? 
Dr. Ragan. Mu would be very biased, Mr. Heselton, because I am 
teaching at an institution myself, and personally, I think the most 


important thing in thi particular field is that we get young men into 


t and get them spread throughout the country. I think that when we 
have a beginning of a pre blem, it is pertectly all right to concentrate 
in the Northeast, but I think the ultimate aim is to have these things 
spread throughout the country and new ideas and new men in it. How 
you do that is a matter of opinion. 

Certain of these investigative problems should be continued at all 
cost, I think, because if we are ever going to solve this problem, they 
have to be continued. 

Mr. Hesevtron. Do you mean by 4 hat, research should be kept at the 
highes { possib] e leve | even if 1 hi iS to be at the e xpense of some other 
very worthwhile indestakine't 

Dr. Racan. I personally think so. I think that is the way we ad- 
vance and I think that we are at a stage now in this particular field 
where we must go ahead. We do not want to stay where we are. 

Mr. Heseiron. Of course, I can appreciate that. On the other 
hand, if you set up research projects and set up scholarships and fel- 
lowships, and you do not have the facilities to put these people into, it 
seems to me you are running up against a dilemma. 

As I understand ane possibly Dr. McEwen can answer this bet 
ter—there is actu: ally shortage in terms of facilities in the medical 
colleges throughout the country. I do not want to press this point 
unnecessarily, although it may be one of the points that this committee 
will have to decide in the long run as to which to give more e mphasis 
to. 

I must confess I do not know whether you should keep your building 
program up or whether you should keep your fellowships or scholar- 
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ship program up or your research activity up, if you have to sacrifice 
in some other field. 

Dr. McEwen. If I could answer that, Mr. Chairman, I think it is in 
some sense like deciding which one of the wheels of an automobile 
you are going to leave off. It is awfully difficult to say whether the 
front left wheel is more important than the right front wheel, and 
soon. You need to have a balanced and smoothly operating machine. 
Certainly, the needs in research are tremendous, speaking as I did a 
while ago, especially to the point of medical teaching and construction 
grants. 

I, nevertheless, emphasize—I hope properly—the fact that even 
today, and although there is no doubt about the fact there is a shortage 
of trained people to work in this field, even today the National Insti- 
tute of Arthritis and Metabolic Diseases receives applications for more 
worthwhile projects than they can use their present research funds to 
take care of. So, it would be disastrous, I think, to back up on the 
research grant side, and yet, at the same time, if we are going to get 
away from those areas like the Northeast and a few other places 
where they are now looking to do research in these fields and have it 
spread out throughout the country, then, we have got to add teaching 
and construction grants to bring it about. 

Mr. Hesevron. I notice on this particular sheet that it is stated that 
the request in the amount of $19,584,100 is for the construction of 
research facilities, and such request has been received from 86 leading 
institutions throughout the United States, which indicates that there 
is a very healthy desire to extend this work. We do not want to take 
anything away from the rest of those which are worthy projects, and 
far be it from me to do that. 

Mr. Carty.ie. Doctor, 1 was interested in your statement expressing 
need for more young men to become interested in this subject. I re 
ceived the impression during the course of these hearings last week 
that no more medical doctors were granted licenses in this country in 
1952 than were granted licenses to practice medicine in the year 1900. 

Would you care to comment on that? 

Dr. Racan. Well, I believe those figures are valid. There is a 
change in the interest of people graduating from medical school—I 
mean certain of the specialties are less attractive than they used to be 
and certain are more attractive than they used to be. 

Mr. Cartyte. I know that the standards are higher and should be. 

Dr. Racan. For people to be interested in this particular field that 
we are talking about today in postgraduate training, they would 
quire almost the amount of time it would take for specialization in one 
of the specialties, and there certainly has been a trend for most of 
the younger graduates today to go into some kind of specialist training. 

Mr. Cartyte. We know that in the past 52 years the population has 
increased tremendously in this country and the latest figures that I 
saw indicated that more than 6,000 children were born each day in 
this country. 

Is it possible that we had as many doctors in the United States in 
1900 as we have today? 

Dr. McEwen. Could I speak to that? 

Mr. Cartyte. Surely. 
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Dr. McEwen. This is closer to my field, perhaps, than it is to Dr. 
Ragan’s. I do not know the exact figures, but I have known them 
and I have looked them up and I wish I had them at my fingertips 
today. I can speak with assurance in this way: that those medical 
students who were being graduated in 1900 came from a very large 
number of medical schools, many of whic h really did not deserve the 
name “medical school” at all. 

If I can remind you, for example, the city of Cincinnati some 50 
vears ago had in it I think 13 medical schools and it was nowhere near 
the size c ity that it is today. I think you could imagine the type of 
medical school that m: ny of these were. Each one would turn out a 
relatively small number, 

In actual numbers, the number of medical st wale nts being graduated 
each year today is, I believe—and I wish I had the figures, but I do 
not—larger than it was in 1900. If we can look at it in a somewhat 
different way and speak of the time in 1900. Lf we can look at it in 
a somewhat different way and speak of the time in 1900 when the 
proprietary schools that I have defined before were really the low ebb 
of American medical education, and may I say that the period before 
that—100 or 200 years ago when our doctors learned medicine merely 
by being apprenticed to other doctors—that was a great deal better 
training than what they got in these so-called proprietary schools. 
It was the scandal of American medicine. When they came to an 
end, the medical schools became really institutions of higher educa- 
tion and were joined to universities because of the expense involved 
and the number of medical schools decreased rapidly. It was no 
longer a money-making proposition. It was an expense to the sup- 
porting university. It is known that that number of some perhaps 
600 dreadful medical schools dropped to perhaps—and these are 
tigures I am pulling off the top of my head—perhaps 50 or 60 good 
schools. That number has gradually increased during the last 25 
yr 30 years, to approximately 78 and today—this last year—approxi- 
mately 1,000 or more medical students were graduated from the medi- 
cal schools of this country than was the case just 2 or 3 years ago. 
= — ‘words, the medical schools of the country are increasing. 
There are a number of new ones being started even now and the number 
is incre: adines so that the quantity as well as the quality is on the 
upgrade. 

Mr. Cartyie. Well, of course, Doctor, we know that we are all de- 
lighted at the quality and that it is improving, and we know that it is. 
[ certainly take the position that a lot of money that we have given 
to help other countries should have been used for our own protection 
and to carry on research in the field of medicine, cancer, rheumatism, 
and other important health problems, because our real defense is a 
healthy people. We all know that. That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions, gentlemen ? 

I would like to ask just two questions, and I realize that we must 
hurry along in view of the hour that we have now reached. I would 
like to ask this general question, Dr. Ragan: Is there any reliable 
measure available today for arresting this disease or preventing it? 

Dr. RaGan. There is no reliable measure, Mr. Wolverton, to pre- 
vent it that I know of. In a large majority of patients there are 
reliaole measures available to arrest it—not in all, but in a large ma- 
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jority of the patients with the disease and the disease can be con 
trolled. 

The CuarrMan. What do you think is the most promising plan for 
getting at the answers to this problem and to those unknown ques- 
tions in this field within the next 10 years? 

Dr. Ragan. Well, I think the most promising plan is what Dr. 
McEwen outlined as the four wheels of an automobile: that we must 
continue to think about this problem and to carry out research on the 
three levels I have outlined and any new ones that come along; that 
we must have adequate facilities for the care of these patients by 
people who are aware of the problem and that this means that the 
average doctor must be trained in his undergraduate years as a medi- 
eal student in the problem and that young men must be drawn into 
this field by opportunities for carrying out research and to do teaching 
in order that they might care for patients. 

The Cuairman. Are there any further questions, gentlemen’ Time 
permitting, there are several questions I would like to ask at this 
time, in order that we may cover this whole subject, but I will refrain 
from doing so at least until we get further along. We certainly wish 
to hear today everyone who is here in their particular field for which 
they came in attendance to these hearings to give testimony. 

You may proceed, Dr. McEwen. 

Dr. McEwen. Mr. Wolverton, the next topic on this little informal 
agenda that we ourselves down here have prepared for the hearings, 
was to be mine on the needs in the area of medical education with 
regard to the rheumatic disease fellowships and traineeships, teaching 
grants, and construction grants. 

You will recall that during the course of some of the questioning 
this morning, it seemed timely to cover that then, and so if I may, I 
would merely like at this time to place on file with the reporter a 
statement along the general lines of my remarks this morning. I 
might add that I have already given a copy of that to the reporter 
who was with us this morning. 

(The matter referred to is as follows :) 


THE NEEDS IN THE AREA OF MEDICAL EDUCATION IN THE RHEUMATIC DISEASES 


Chairman Wolverton, members of the committee, I am Dr. Currier McEwen 
dean of the New York University College of Medicine and past president of the 
American Rheumatism Association, and I am appearing before your committee 
in behalf of the Arthritis and Rheumatism Foundation. I shall direct my re 
marks primarily toward the question of medical education in relation to these 
diseases. 

The statements you have just heard have pointed out the enormous importance 
of the rheumatic diseases and the need for trained physicians and investigators 
to care for the victims of these diseases and to undertake the research required 
to combat them. The advances that have been made both in patient care and 
in research in the past few years are great, but we must accept the sobering 
realization that this progress has been too much dependent on far too small a 
number of individuals. The whole membership of the American Rheumatism 
Association, Which includes most physicians in the United States who have a 
special interest in the rheumatic diseases, totals less than 800 or approximately 
one to each 165,000 of the population. Moreover, the facilities and the skills 
necessary for first-class clinical and laboratory investigators in arthritis and 
rheumatism are woefully inadequate. This is a deficiency which can be easily 
overlooked because of the quality of much of the work which has been done - 
but even the most cursory comparison with the research opportunities in other 
branches of internal medicine shows how true it is. 
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The crux of the matter is that although the quality of work in the rheumatic 
diseases has improved enormously in the past 25 years, the number of trained 
workers has increased very slowly. I think it is fair to say that few of us 
realized this deficiency until comparatively recently when two factors combined 
to dramatize the situation. The first of these, which the American Rheumatism 
Association and the Arthritis and Rheumatism Foundation played a major role 
in bringing about, was the awakening of public concern over this group of dis- 
eases which cause such untold suffering and economic loss. The second, which 
stemmed naturally, from the first, was the creation of funds for the support 
of research in this field. Immediately it became apparent that the experienced 
investigators required to carry out the research so urgently needed do not exist 
in sufficient numbers. It is to the explanation of this situation and to its solu- 
tion that I wish to devote the remainder of these remarks. 

Primarily, I believe, the cause can be traced to our medical schools; for in not 
more than half a dozen of them are there now full-time faculty members and 
facilities devoted to the study of rheumatic diseases comparable to those which 
would be taken for granted in practically every medical school in the country 
for work in such other important diseases as cancer, diseases of the heart, 
nephritis, and the like. There are, of course, in many schools very capable men 
caring for patients, teaching and carrying out clinical studies on a part-time 
basis; but in modern medical education it is the full-time faculty member who 
influences the student the most, just as it is the full-time men who attract 
research grants. Thus, the eager young potential investigator in student bodies 
throughout the country make scientific attachments as undergraduates or as 
interns which lead them to careers in cardiology, hypertension, diabetes, and 
other branches of internal medicine in their later years but rarely to clinical or 
research careers in arthritis and rheumatism. 

One may well ask why it is that the rheumatic diseases have so few full-time 
disciples among the faculties. The answer, I believe, is easily found if one con- 
siders the development of modern American medical education. As the period 
of the proprietary schools came to an end and funds began to be available for 
medical schools through their parent unversities, the first departments to be 
developed were those of the basie sciences. Only much later did similar support 
become available for the clinical departments, and the meager funds at hand 
were, quite naturally, used to exploit those fields of internal medicine which 
were currently important, such as infectious diseases which the work of the 
French and German bacteriologists had placed on a scientific basis, and cardio- 
logy which was flowering under the stimulus of the English and Dutch clincians 
and physiologists. Little by little, as the budgets of medical schools expanded, 
a nucleus of full-time men took their places in departments of medicine, and, of 
course, the fields from which they were recruited were those of current scientific 
advance and interest. Unfortunately, the rheumatic diseases have been late in 
reaching scientific maturity. The reasons are many, but the practical point of 
the matter is that now that one might expect to see the gradual development of 
the rheumatic diseases as a major component of the country’s departments of 
medicine, the budgets of the schools are so strained that the addition of personnel 
and facilities through university support is a very remote possibility. In the 
«ourse of time, as vacancies develop in teaching staffs, one can now expect that a 
reasonable share of the places will be filled by men with special interest in the 
rheumatic diseases. This process, however, will require many years before it 
begins to pay dividends in the form of a rapid increase in the number of investi- 
ators and clinicians. 

I submit that the only possible answer lies in the provision of new funds to 
support the work of the medical schools in the rheumatic diseases. Ideally this 
would be in the form of gifts to endow salaries and to construct the vitally needed 
laboratories. Unfortunately, however, gifts and bequests of the size required are 
unlikely to solve the problem in very many institutions. In this situation it is 
earnestly to be hoped that Congress will appropriate the funds needed to enable 
the United States Public Health Service to make teaching grants and construc- 
tion grants in the field of arthritis and rheumatism. Such grants have been of 
incalculable benefit in cancer, diseases of the heart, and mental diseases, in 
which at least moderately adequate facilities already existed. They would be of 
even greater benefit in the case of rheumatic diseases because of the almost 
complete lack of existing teaching funds and laboratory facilities in that field. 
The grants-in-aid of research, the traineeships and the fellowships which the 
National Institute of Arthritis and Metabolic Diseases, the Arthritis and Rheuma- 
tism Foundation, the Masonic Foundation for Medical Research and Human 
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Welfare, and other agencies have provided in recent years have been of the 
greatest aid. In addition to these forms of support, however, there is urgent 
need for teaching and construction grants to the medical schools if we are to 
overcome the present bottleneck of insufficient numbers of young physicians en 
tering the ranks each year to carry on the fight against these diseases which are 
the greatest cause of disability in our Nation today. 


Dr. McEwen. That, then, would take us to the next topic which is 
the program of the Arthritis and Rheumatism Foundation. Dr. 
Gideon K. DeForest, who is the Medical Director of the Arthritis 
and Rheumatism Foundation, as well as associate professor of clinical 
medicine at Yale University Medical School, and chief of the arthritis 
clinic there, is the obvious person to speak on this point, and if you are 
willing, he will speak on that. 

The CuHarrman. Very well, we shall be glad to hear Dr. DeForest. 


STATEMENT OF DR. GIDEON K. DeFOREST, MEDICAL DIRECTOR, 
ARTHRITIS AND RHEUMATISM FOUNDATION, NEW YORK, N.Y. 


Dr. DeForest. Mr. Wolverton and members of the committee, I 
have a prepared statement here for the secretary and will leave it 
with him and ask that it be included in the record of this meeting. 

(The matter referred to is as follows:) 


MEDICAL PROGRAM OF THE ARTHRITIS AND RHEUMATISM FOUNDATION, SUBMITTED 
tO THE COM MITTEE ON INTERSTATE AND FOREIGN COMMERCE, WASHINGTON, D. C. 


Three conclusions come to the minds of individuals who have studied the status 
of rheumatic diseases in the United States. First, authoritative surveys indicate 
that arthritis, in terms of numbers involved, wages and man-hours of labor 
lost, is one of the most, if not the most, important chronic disease the country 
faces. Secondly, there is general agreement among those with special training 
and experience in the treatment of arthritis that by and large the teaching of 
rheumatic diseases, despite its importance, paradoxically receives little emphasis 
in many medical schools. Third, the sad consequence of these facts is that the 
individual sufferer with arthritis often gets very indifferent care. 

The program of the Arthritis and Rheumatism Foundation is directed toward 
more complete knowledge of the first conclusion, and to the support of work 
which will alter the second and third conclusions. 

One obvious reason for the apathy with which arthritis is regarded by the 
medical profession is that it is not a popular subject for study. The history of 
modern medicine reveals cycles of academic interest centered about and stimu- 
lated by outstanding medical discoveries. The discovery of insulin stimulated 
interest in the whole field of glandular physiology. The discovery, over 20 years 
ago, of the factor in liver which could save the lives of individuals suffering from 
pernicious anemia led to lively studies of the mechanism of blood production, 
which today are still going on. The development of immune serum in the 
twenties and thirties led to much research in the study and treatment of many 
infectious diseases, and the subsequent use of gamma globulin as a preventive 
measure in some infectious diseases. The electrocardiograph, first built and used 
many years ago to study heart diseases, is as responsible as any factor for the 
great academic interest in heart diseases today. The study of arthritis has not 
yet received such a shot in the arm. It is not yet popular. A further reason for 
physicians’ disinterestedness in arthritis is due to the fact that it is a painful, 
chronic disease, and often very slow to show improvement. Taking care of a 
person with such a disease places demands on the resourcefulness of the physi- 
cian, which many physicians find difficult. 

A third reason for the indifferent attitude of the medical profession is due to 
the fact that most doctors who graduated from medical school many years ago, 
and even as recently as 10 years ago, had little opportunity to study arthritis. 
Their medical school years and their internships were spent in hospitals which 
didn’t like to admit too many patients who might occupy a bed for several 
months. Acute illness, especially acute infectious diseases, needed care most 
urgently. Whole hospitals and wings of hospitals were needed for the care of 
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these infectious diseases. It is probably safe to say that there were some 
students who never saw a chronic arthritis patient in a hospital ward during 
the clinical years of their medical school training. 

While our knowledge of rheumatic diseases is admittediy incomplete, what 
knowledge we do have is not being taught with any emphasis in most medical 
schools 


STIMULATION OF TEACHING 


There are only about half a dozen medical schools in the country which have 
a section of their full-time and part-time faculty devoted to a broad and compre- 
hensive program of teaching and research in rheumatic diseases. It is reason- 
able to assume that the teaching of rheumatic diseases in other medical schools 
has received little attention. In fact the foundation has information which in- 
dicates that not more than 1 or 2 didactic lectures on arthritis have been 
given to the students of some medical schools in their clinical years, In others, 
none have been given The foundation, through its 35 chapters scattered 
throughout the country, has probably done more in the last 4 years to stimulate 
the teaching of arthritis than has ever occurred prior to this time. Undergrad- 
uate and postgraduate seminars and lectures have been conducted by nearly 
all chapters in cooperation with university hospitals, medical schools, county 
medical societies, and State medical society meetings. In this way thousands of 
physicians have been reached. Some chapters have offered traineeships and 
¢linical fellowships 

While all these efforts are praiseworthy and have undoubtedly been of great 
benefit, the Arthritis and Rheumatism Foundation hopes that some day it will 
have sufficient funds to establish teaching grants to medical schools, because 
it is only through such support that the teaching which is needed can ever be 
achieved. 

The professional publications of the foundation on the rheumatic diseases have 
had far-reaching effect in offering to physicians, both within and beyond chapter 
areas, the latest diagnostic and treatment developments. The Bulletin on Rheu- 
matic Diseases, which devotes each issue to some phase of rheumatic disease by a 
prominent doctor in the field, was distributed without charge to 19,000 doctors, 
including many in foreign countries. The pamphlet Home Care in Rheumatoid 
Arthritis has been distributed to over 70,000 physicians in the country, to help in 
the guidance of a home-care program. This publication has been translated into 
Swedish and Finnish by the respective rheumatism societies of those countries. 
The Manual for Arthritis Clinics, prepared by the New York Rheumatism Asso- 
ciation and the New York chapter of the foundation to improve clinic service to 
arthritis sufferers and to establish criteria of diagnosis, has been circulated to 
over 4,000 doctors. The Primer on Rheumatic Diseases, published by the Ameri- 
can Rheumatism Association, has been distributed by chapters to practicing 
physicians within their chapter areas. 


SUPPORT OF RESEARCH 


In 1948 the National Research Council was asked by the American Rheumatism 
Association to make a survey of research on rheumatic diseases in the United 
States, and in 1949 the final report was written. This survey revealed that only 
$300,000 was being spent annually to support studies of chronic rheumatic disease, 
and of this one-third went to three universities. This was an appalling revela- 
tion. Among the recommendations by the National Research Council regarding 
the opportunities for investigation in this field, it pointed out that our knowledge 
of the very tissue involved in this disease was extremely limited. Investigations 
in the fields of biology, biochemistry, biophysics, and enzyme-chemistry were 
greatly needed, and the committee held unanimously that the greatest emphasis 
should be “placed on those phases of the research program where fundamental 
knowledge is today lacking, and where the acquisition of such information prom- 
ises to elucidate the broad common problem of the mechanism of these clinically 
diverse diseases.” They further state that: “In view of the shortage of indi- 
viduals trained in many of the disciplines mentioned above, the most urgent item 
in the research program is the establishment of fellowships, to give competent, 
prospective investigators of promise or of demonstrated competence the type of 
basic training and continued support needed for effective, long-range research 
in this field.” 

The Arthritis and Rheumatism Foundation, following the recommendation 
of the National Research Council, has devoted its entire national research pro- 
gram to the support of such individuals. During the past year, the foundation 
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made grants totaling over $95,000 in support of its basic research fellowship 
program. Next year over $120,000 has been allocated for this purpose. 

The portion of funds raised and kept locally by the chapters for their own 
medical programs has been in large part devoted to the support of clinical re- 
search, as opposed to basic research. During the past year, the foundation 
and its chapters have spent one quarter of a million dollars to support research 
work of all types. 


PATIENT CARE 


The report of the National Research Council revealed the great need for im- 
proved facilities for care of arthritics. In many instances, patients with arthri- 
tis should be hospitalized for several months, in order to receive necessary treat- 
ment such ac traction, wedged casts, and surgical operations. The National 
Research Council found, through its questionnaire sent to university hospitals, 
that only about 700 beds—free or otherwise—in the entire country were reported 
as usually occupied by arthritic patients. Today there are 350 free hospital 
beds, of which about 100 are specifically endowed. 

Compare these figures with the hundreds of thousands of free or practically 
free beds in State mental and tuberculosis sanatoria. 

Chapters of the foundation have been able to financially support only a hand- 
ful of beds for arthritics. The need for more is urgent and apparent. Of the 
1 percent of rheumatic patients who get hospital care, few can remain long 
enough to receive much benefit. 

During its brief existence, the Arthritis and Rheumatism Foundation has been 
responsible for the founding of nearly SO new arthritis clinics. A survey made 
by the foundation in 1950-51 revealed that there were only about 150 arthritis 
clinics in the country, and most of these were in 8 large cities. Fourteen of 
the 48 States had no clinics at all. Today there are 230 clinics, but the 
need for many more is urgent. The value of a team of doctors, including 
internist, orthopedic surgeon, physiatrist, and psychiatrist has long been recog- 
nized as the ideal staff for an arthritis clinic. This is not achieved in many 
clinics but represents a goal to try to meet. 

The great advantage to arthritis patients of receiving care in their homes has 
inspired 11 chapters of the foundation to include home care in their service 
programs. Most of these operate through a mobile physical therapy unit, staffed 
by a physical therapist or a nurse. Once patients have been seen by their family 
physician or by the clinic, instructions are given to the therapist, who teaches 
the family how to assist the patient with his corrective exercises, which often 
must be repeated several times a day. If it were not for the home-care pro 
gram, many homebound patients would be unable to receive the supervision 
necessary to carry out this very important part of their treatment. 

The foundation has recognized that there is need for the investigation of the 
techniques for retraining the severely handicapped arthritic. Information is 
needed as to when special training can be safely started, and the optimum rate 
of acceleration. The effect of increased activity on nutritional requirements, 
particularly with respect to energy and protein, requires elucidation. The use 
of various surgical procedures and mechanical devices to permit care for per- 
sonal needs and provide for selective vocational opportunities should be explored. 

While the foundation has not supported studies in rehabilitation as part of 
the national medical program, a number of its chapters are supporting investi- 
gations in rehabilitation techniques, and in some cases are supporting the devel- 
opment of facilities which provide methods of proven value. 

While the total cost of rehabilitation involves several thousand dollars per 
patient, there is much information which indicates that it is money well 
spent, for instead of having a crippled person who requires much attention from 
his family, we have a wage earner who can support himself. 


CONCLUSION 


Today, chiefly through the efforts of the Arthritis and Rheumatism Foundation, 
rheumatic diseases are beginning to receive the attention they deserve. The 
teaching of these diseases in medical schools is increasing, and research is 
growing. Arthritis as a public health problem demands increasing support. 

While emphasis is intelligently placed by the foundation on the long-range 
support of basic research, including the training of competent scientists, the 
immediate problem of the individual suffered of today must not be negelected. 
Doctors must be taught that much can be done to ameliorate the sufferings of 
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the arthritic patient For this immediate program funds for improved clinical 
care and expanded clinical investigation and rehabilitation will be needed. 

Dr. DeForest. Most of what I have to say this morning has already 
been discussed either by the prey ious witnesses or through the questions 
that were asked. 

However, I would like to emphasize several points. I would like 
to say a little more about the apathy with which this disease is re- 
garded. I think part of the apathy is due to the fact that most men 
who graduated from medical school, even as little as 10 years ago, 
saw—depending on their contact during their medical school years 
and during their internship—very few cases of arthritis. In some 
cases I am sure some individuals never saw any case of what we call 
chronic arthritis; they saw the gonorrheal arthritis and acute infec- 
tious arthritis due to micro-organisms. 

There were a great many who never saw a case. One of the reasons 
why they never saw a case was because years ago not too many private 
hospitals wanted to admit patients to their wards who were likely to 
occupy a bed for too long. The acute diseases, particularly the acute 
and infectious diseases needed more urgently to be taken care of, so 
that wings in general hospitals, wards in general hospitals and even 
some hospitals the entire buildings, years ago, were devoted to the 
curing of acute diseases, and there was not room in the hospital wards 
to put a case with a disease which might be there for hospital care for 
2 or 3 months. 

[ am sure that parts of the apathy of the medical profession toward 
this disease is due to the fact that they never had an opportunity to 
study it clinically, and we know, too, that in many instances very little 
didactically was given to them in lectures about it. Dr. McEwen and 
Dr. Ragan come from two of that handful of medical schools which 
do really have a broad program for teaching and research, and it is 
true that there are only a very few of them, and as we have made 
inquiries we find that there are schools today where the students are 
given not more than 1 or 2 didactic lectures on arthritis, and in seme 
schools none. This is a problem that the Arthritis and Rheumatism 
Foundation faces. 

We realize it is a problem, the largest chronic disease problem that 
the country faces, and we also realize that it is receiving little emphasis 
in the teaching of most medical schools. 

As a foundation nationally, naturally our efforts fall in the field 
of supporting teaching and in the support of raising the level of 
patient care. 

Most of this has been discussed already this morning. 

I think, probably, the foundation has done more for teaching than 
any other agency that I know of, and its supporting of teaching I 
think has probably done more good than has its support of research. 

While we have spent more money on research, I think our efforts 
along the line of teaching have borne more fruit. 

Research, particularly the type which we support, is slow to bear 
fruit, but our chapters, of which we have 35 in the country, all raise 
money, a part of which is kept locally, and a part of which is sent 
in to the national foundation. 

The money kept locally is devoted to a local medical program 
donated by the medical committee of the chapter. 
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There is a great deal of stimulation by our chapters to teaching 
in the university hospitals and other areas, and most of our local 
chapter medical committees have seen to it that there is on a State 
medical program a paper or two or three on arthritis. 

I think I am safe in saying that 5 or more years ago it was very 
unusual to have a paper devoted to arthritis in a State medical society 
meeting. 

Our chapters have not only seen to it that this subject is discussed 
at State medical society meetings, but their efforts have extended down 
through the county and city medical societies. 

The chapters themselves, either through their own membership, or 
through obtaining the services of outside experts, have run seminars 
for local physicians. They have run a series of lectures for local phy- 
sicians, and I think it is safe to say within the last year those chapters 
have probably run over 200 seminar lectures throughout the country, 
and I think it is safe to say they have reached thousands of practicing 
doctors. 

Many of our people tell us that the audiences at these lectures or 
seminars are very gratifying. 

Doctors in the local communities have come in great numbers to 
find out about our practices and treatment, but I think principally 
because they want to know how to use ACTH and cortisone. I do 
think that the foundation has done as much in the field of teaching 
as in the field of research. 

Besides these lectures and seminars, the foundation has published 
the Bulletin on Rheumatic Diseases. This was started by Dr. Bunim 
when he was in New York. It is now on a national basis, which con- 
sists of a bulletin each month which is devoted to some aspect of 
arthritis and which is written by a doctor in that field. It is now 
being distributed to over 19,000 doctors each month, including those 
in foreign countries. 

The foundation also prepared a pamphlet on home care in rheu- 
matoid arthritis, to help the shade ian guide the home treatment of 
patients. The pamphlet is used by the physician and given to the 
patient. It is a descriptive pamphlet ia that has been distributed 
to over 70,000 doctors in the country. 

The foundation has also prepared in cooperation with the National 
Institute of Arthritis and Metabolic Diseases a Manual for Arthritis 
Clinics, which includes a detailed classification of the disease and 
makes recommendations about the ideal setup of an arthritis clinic. 

This manual has been distributed so far to 5,000 individuals. We 
feel that through these educational processes, these lectures and 
seminars, that we have done a great deal toward teaching rheumatic 
diseases to doctors, not interns and students, but doctors in practice. 

Our national medical research program is devoted entirely to support 
of work where fundamental knowledge is needed, namely, in support 
of work done by biochemists, pathologists, and physicists. 

It is interesting to note that 3 years ago when our basic research 
fellowship program started a good many of the applicants who applied 
for these fellowships wanted to work on ACTH and cortisone. 

In the last 2 years most of the applications have come from men who 
want to work in the connective tissue that Dr. Ragan has spoken to you 
about. 
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There is a gratifying increase in the number of applicants and in 
the quality of the work these people propose doing. Our entire na- 
tional research program is devoted to the support of basic research as 
opposed to clinical research. 

Last year we spent nearly $100,000 in support of this type of fel- 
lowship, and next year we are using about $125,000. 

On a chapter level where chapter local funds are used for a medical 
program, these funds are used not only in the support of lectureships 
and teaching, but these funds are also used to support clinical research 
as opposed to the basic research which the national program supports. 

Between the chapters and the national foundation last year we spent 
about a quarter of a million dollars in the support of research which 
was either basic or clinical research. 


The third field in which we are active is in the field of patient 
care, 

The National Researeh Council in 1948 and 1949 when it made 
its report on research in rheumatic diseases stated that it found from 


its questionnaire which was sent to university hospitals that there 
were only about 700 beds either free or pay beds that were ordinarily 
occupied by arthritic patients. This was a very small figure, and 
showed only about 65 were specifically endowed for arthritis. 

There are now about 350 free hospital beds in the whole country, 
100 of which are specifically endowed for arthritis research work. 

These figures, you must bear in mind, compare with the thousands 
of free, or almost free beds, which are available to tuberculosis and 
mental patients in State mental and TB sanatoriums. We just have 
not got the free beds or beds at a nominal price to take care of those 
arthrities in need. 

We have been able to do very little about this because it is a very 
expensive undertaking, but many of the chapters have supported a 
number of beds in their area whenever a general hospital is within 
the area. We need a great many more beds to take care of these 
people. 

The arthritis patient is generally broke. It is a chronic disease. 
He has had it many years, and if he has to be hospitalized he often 
has to be hospitalized for a period of 2 or 3 months, and at present 
rates it is a pretty expensive undertaking. 

The other way in which we have been able to help with the patient 
care is through seeing that we have more arthritis clinics this year. 
That was discussed this morning. There were 176 clinics a few vears 
ago. We have now 230. I think it is almost entirely due to the efforts 
of the Arthritis and Rheumatism Foundation. 

In the establishment of a clinic in an area we have found it to be a 
very popular part of the medical program of most of our chapters. 

It is not always easy to get clinics established because in some areas 
of the country there are no outpatient clinics as part of the local 
general hospital. There are more of them in the East than elsewhere. 

Lastly, the foundation has developed, through its chapters, a home- 
care program which has been running and expedited by having mobile 
physical therapy units. , 

Most of the patients with arthritis of any kind will need physical 
therapy treatments, I mean by that the application of heat of one type 
or another, the use of massage, and the supervision of highly special- 
ized corrective exercises, ; 
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Many of these patients should have this done every day, perhaps 
several times a d: iv, and they need assistance with these exercises. In 
many cases they are too crip p led to get ina car or to get on a streetcat 
or bus to go to the hospital for this treatment. The patients who are 
able to go to the hospits al often have the cvood of the treatment undone 
by the effort of m: aking the trip. 

Eleven of our chapters have mobile physical ther: apy units whic 
operate out of a general hospital gener: iy and are statled by Shyéica i 
the ‘rap ists, and this unit woes to the home of the patient Ww th mstruc 
tions from the doctor saying that he wants the patient to have thi 
that, or the other thing given. 


The physical therapist instructs the patient and also instructs a 
member of the family how to help the patient carry out the se exercises 
We have not nearly enough physical therapist s in the country to 


zo around, but through the use of this home program we have been 
able, through the he ‘Ip of physica il t] ler’ ipis sts to get a number of fam 
lies instructed on how to help the sick in their home. 

This has proven to be of great benefit to the patients. Also it takes 
pressure off of the physical therapy department in the hospital, be 
cause in those areas where we have a mobile physical therapy unit 
it leaves the hospital, the physical theray \ department of the hosp tal 
free for ambulatory patients, and those who are not ambulatory can 
be taken care of by this mobile physical therapy unit. 

This covers the three fields in which the foundation has activity. 

Some chapters of the foundation are helping to support studies in 
rehabilitation. 

Some States have rehabilitation programs that include arthritics. 

In some States where we have chapters our chapters are support- 
ing their general hospital rehabilitation study to see how soon a per- 
son can be rehabilitated who has rheumatoid arthritis, and to find 
out how rapidly this rehabilitation process and these techniques of 
rehabilitation can be pushed, and which ones seem to give the patient 
the most benefit. 

We realize that it is costly to rehabilitate somebody who is severely 
crippled with rheumatoid arthritis, but if, through the expenditure 
of a few thousand dollars we can take a person who has been a burden 
to his f: amily, who has not earned any money recently, if we can put 
him back at work for a few thousand dollars. it is not only providing 
good ¢ are of the patient, but it is good economically as we I. 

The CuHarrman. Are there any questions, gentlemen? Mr. Heselton. 

Mr. Hesetron. All through the discussion it seems to me there has 
been emphasis laid upon the work of the doctors or work with the 
doctors. I am wondering if any substantial attention is given to 
or should be given to the problem of nurses who are trained in this 
particular matter ? 

Dr. DeForest. The foundation’s California chapter has instituted 
a teaching program. They made it known to local nursing schools 
that the chapter would run a series of lectures on arthritis. on the 
disease, the pathology of the disease and the treatment and cure of it, 
and. inquired if any of the nursing schools were interested in it. It 
was a great success. It was attended by delegates from every nursing 
school in the area ; , 

After the course was completed the chapter was asked to run it 
again next year. It was very warmly received. 
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In our Detroit chapters, the nurses operating with the visiting 
nurses are cooperating with the physical therapists by learning some 
of the skills, some of the exercises, some of the procedures which are 
done by them so that the nurses can take some of the load off the phys- 
ical therapists and give treatment at the direction of the doctor in 
the patient’s home. 

Mr. Hesevron. Is that rather extensive, or is it limited? 

Dr. DeForest. I would say that it is quite limited, in that there are 
only 11 chapters out of the 35 which have the home mobile physical 
therapy program established. 

Mr. Hesevtron. Perhaps this question ought not to be asked of you, 
or perhaps you know something about it: Do the nursing schools 
themselves take an active interest in this subject of the medical care 
of arthritics ? 

Dr. McEwen. By and large, Mr. Heselton, the patients that the 
nurses would see in the nursing schools would have these diseases, the 
ones that they officially would come in contact with during their work 
on orthopedic surgery, where many corrective operations are done, 
correcting the ravages of these diseases, and also in the general medical 
wards. 

In the lectures that thy would receive in general medical subjects 
probably a small number of lectures would be on these diseases, but 
I would guess that the very same factors which have caused rheumatic 
diseases to be given little attention in the medical schools of the coun- 
try would be operating in the nursing schools of the past. 

Mr. Hesevron. Doctor, I am sorry that I am not better acquainted 
with the actual physical development of the clinics. Do you establish 
or do your chapters establish a separate clinic say, from a clinic on 
cancer, or a heart clinic, or a tuberculosis clinic ? 

Dr. DeForest. What we try to do is find a general hospital within 
the chapter area which has an out-patient department. In such a 
hospital out-patient department there will be a clinic for tuberculosis, 
a clinic for heart disease, or one for something like intestinal diseases. 
What we try to do is to have also an arthritis clinic at least once or 
twice a week within the same quarters. We try always, where pos- 
sible, to make it part of the general hospital rather than have to set 
aside a staff. 

Mr. Hesertron. Last Saturday in Pittsfield, Mass., I believe there 
was a meeting of your State or local group, and I was told that there 
was considerable enthusiasm among the people and the members of 
the chapter not only as to what had been done, but as to what could 
be done. 

I am wondering whether public interest in this particular problem 
has been explored in your judgment sufficiently, or whether there 
should be much more active interest on the part of individuals who 
may have suffered from it or some member of their family may have 
suffered from it and also to provide voluntary contributions for this 
purpose ? 

Dr. DeForest. I think their chief difficulty is in finding a doctor 
to run the clinic. 

The Boston chapter has trained a number of people with their local 
funds who, following their training, have gone to Pittsfield, Fram- 
ingham and to other places and have started arthritis clinics, but 
there are many potential fund-raising areas in the country that Gen- 
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eral Kenney vsits where we cannot find even sufficient interest among 
the medical men to carry it on or back up the program even to the 
point of establishing an arthritis clinic. 

Mr. Priest. Mr. Chairman. 

The Cuatrman. Mr. Priest. 

Mr. Priest. Dr. DeForest, Mr. Heselton in his questioning men- 
tioned a question in which I was interested, and I wanted some more 
information. How many chapters of your foundation do you have 
now, 35? 

Dr. DeForest. Yes, sir; 35. 

Mr. Priest. Are they organized on a State or local basis, or both ? 

Dr. DeForest. Both. 

Mr. Priest. Both? 

Dr. DeForest. Yes, sir. 

Mr. Priest. Now, this is just a personal observation, Doctor. It 
seems to me that some of these other problems that we have con 
sidered this morning could very well be approached if, in some way 
your foundation could more actively promote, and I realize you are 
doing all you can, but I mean with additional funds, could promote 
the organization of additional chapters of the foundation. I think 
in my State, or in any State, where there is an active chapter of your 
foundation or any of the other foundations, that local interest is stim 
ulated more than in any other way by such an organization. If you 
will pardon this reference to my own State, in my own hometown 
recently there has been quite an interest in mental health because there 
has been organized the Tennessee ch: ipter of the Mental Health As 
sociation and they are quite enthusiastic about efforts to solve the 
problems of mental health. 

I wonder if it might be possible, in considering your program in the 
future, that maybe an additional allocation of funds that came to you 
for the purpose of promotion could be used to organize addi tional 
chapters of your foundation? I realize that you have already said 
that sometimes there is difficulty in finding a a who will 
consider heading a clinic or even an organization, but do you think 
that might be possible? I am greatly interested in seeing more of 
these chapters organized. 

Dr. DeForest. It is through our chapters that we raise money, 
after all. 

Mr. Priest. That is right. 

Dr. De Forest. In your own State, we have tried now for over 2 
years to get a chapter of the foundation established. We have not 
been able so far to find any medical man who would carry the torch 
for us. 

Mr. Priest. I think I will go back to Nashville and find one. 

Dr. DeForest. Good. We want lay people and doctors 

Mr. Priest. I think we can get the lay people. 

Dr. DeForest. That is right. Our proble m is finding doctors 

I have written Dr. Hugh Morgan, who is professor of modidine 
there, and an old friend of mine who is professor of preventive medi 
cine. They are trying, but so far we have not been able to find an 
individual to spearhead a shines chapter. We want very much 
to do it. It is an anceliian school, and just the place for a chapter, 
but we have not been able to do so yet. 

Mr. Priest. That is all, Mr. Chairman. 
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The Cuamman. Are there any further questions, gentlemen ? 
General Kenney. To pursue Mr. Priest’s story there, I might tell 


vou that 2 years ago we had on paper 24 chapters. I found out in 
going around the country that pomne of them had sent for some em- 
balming fluid or something like because they were about dead. 


We resuscitated those 6 an aa cot ourse oe some more, and at the present 
time there are 6 organizin 

Mr. Priest. I know you are, General, and I think it is important, 
and | am willing to do my part to help, because I have seen it in some 
of the other programs. When you oe a local and State chapter you 
bo start moving. 

General Kenny. You sure do. 

Mr. Pruesr. And I hope that that program can be promoted. I 
know you are doing your best all the way. 

The CuatrrmMan. Are there any further questions ¢ 

Before proceeding with the next witness I would like to eall the 
attention of the committee to the fact that Dr. Charles A. Doan, dean 
of the School of Medicine of Ohio State University, is in the audience. 

He will be asked to brie fly testify be fore us at the end of this par- 
icular hearing with respect to a cancer problem as related to Ohio 
State University, so that it can be inserted in the record relating to 
cancer. I might say that Dr. Doan is an outstanding authority in 
the field. 

We will proceed. It is about time for you to leave, is it not, Doctor? 

Dr. McEwen. Yes; if you will excuse me. I did not realize the 
hearing would go on so long, but I have made a commitment in New 
York and I must be back for tonight. 

Let me tell you then, just speaking for myself, and the others can 

weak for themselves, how much I appreciate the op portunity to be 
here with you gentlemen. It has been a most enlightening experi- 
ence for us. 

| hope we have helped to contribute to the understanding of the 
problem. 

The next one of our group to speak will be Dr. Floyd S. Daft, 
director of the National Institute of Arthritis and Met: ibolic Dise: ases, 
and Dr. — J. Bunim, Chief of the Arthritis and Rheumatism 
Branch of the National Institute of Arthritis and Metabolic Diseases. 

- hey will spe “ak on the program of the National Institute of Arth- 
ritis and Metabolic Diseases, paralleling the statement that Dr. De- 
Forest has made regarding the program and activities of the 
foundation. 

The Cuatirman. Dr. McEwen, vou mentioned that there was one 
member of the panel that would find it necessary to leave at a par- 
ticular time. 

Would it be better for you to skip Dr. Daft and hear him first ? 

Dr. McEwen. Dr. Ragan is the one. He is catching a 5:45 plane. 

believe he is safe, Mr. Chairman, from what you told me, but Dr. 
Ragan will also read, if the committee permits, a statement by Dr. 
Hoibrook. who is from Tucson, Ariz., who is unable to be here, but 
who did send a statement to be read. Dr. Ragan was good enough to 
Say ne would do such reading. 

The Cuarrman. Dr. McEwen, I want to take the advantage of this 
op sone before you leave to express to you and the other “members 
of this panel the very great contribution that you have made to the 
work of the committee in bringing to it the information which has 
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come from your appearance today and which will come from those 
who are yet to be heard. 

You have again placed me in this position, as I have noted on the 
days preceding this, that it is difficult for me to find words, in fact, 
it is impossible to find words, that will adequately express the appre- 
ciation of this committee for the willingness of such outstanding men 
in this particular field of medicine to take time out of their busy lives 
to come to us in Washington and give us the benefit of their views and 
of the studies that they have made and the experience that they have 
had. 

I can assure you it has been greatly appreciated. We realize that 
it has meant a great deal of effort upon your part. 

We hope that our action as a committee, as we deal with the infor- 
mation that comes to us in this widespread study of health, will be 
such as indicates justifying your having been here. 

I can assure you in that connection that this committee will, as it 
has done in the past, endeavor to do something that is worthwhile in 
the interest of public health which is one of the most important parts 
of our jurisdiction as a legislative committee of the Congress. 

Dr. McEwen. Thank you, Mr. Chairman. Just let me say for the 
group, and I know all of them must feel the way I do, that it is inspir 
ing and gratifying to know the good hands that these problems of 
tiie Government are in. 

The CuarrMan. Thank you. 

Dr. Ragan. With your permission, Mr. Chairman, I will ask Dr. 
Daft and Dr. Bunim to say a few words. 


STATEMENTS OF DR. FLOYD S. DAFT, BETHESDA, MD., DIRECTOR, 
NATIONAL INSTITUTE OF ARTHRITIS AND METABOLIC DISEASES, 
NATIONAL INSTITUTES OF HEALTH; AND DR. JOSEPH J. BUNIM, 
BETHESDA, MD., CHIEF, ARTHRITIS AND RHEUMATISM BRANCH, 
NATIONAL INSTITUTE OF ARTHRITIS AND METABOLIC DIS- 
EASES, NATIONAL INSTITUTES OF HEALTH 


(The prepared statement of the National Institute of Arthritis and 
Metabolic Diseases follows:) 


ARTHRITIS 


THE NATIONAL INSTITUTE OF ARTHRITIS AND METABOLIC DISEASES: ITs FUNCTIONS 
AND PROGRAMS 


When, in June 1950, this committee—the House Committee on Interstate and 
Foreign Commerce—reported the Omnibus Medical Research bill to House, it 
said, “In view of the loss of productivity to the Nation, and the burden thrust 
upon the taxpayer when these diseases strike, and render so many of our people 
dependent upon others for support, your committee concluded that such sums 
as the Congress may deem wise to appropriate for research into the cause and 
cure of these diseases will undoubtedly represent a saving, rather than a spending 
of the taxpayer’s money.” 

This committee recognized at that time a fact which escapes many others 
even yet—that arthritis, and its related rheumatic diseases, constitute a major 
threat to the health and welfare of our citizens and is the leading cause of 
chronic illness and disability in this country today. It is a medical, economie 
and social threat of the first magnitude. 

That bill which you reported upon so favorably in 1950 became, later in that 
year, Public Law 692 of the Slst Congress. It provided for the establishment 
within the Public Health Service of the National Institute of Arthritis and 
Metabolic Diseases and of an Advisory Council to act as an advisory body. 
Under the authority provided by this act, the Surgeon General of the Public 
Health Service, in an order dated November 22, 1950, established the institute. 
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In the interests of economy and good administration the then existing Experi- 
mental Biology and Medicine Institute was abolished and its activities and funds 
transferred to the newly created National Institute of Arthritis and Metabolic 
Diseases. It was recognized by all concerned that very little in the way of funds 
could be diverted from the important activities covered in the budget of the 
abolished institute and that an intramural-research program concerned directly 
with arthritis and the metabolic diseases would have to be built up gradually as 
funds became available. 

In the research grants area a number of projects were being supported in the 
fields of interest of the National Institute of Arthritis and Metabolic Diseases, 
and these projects, together with their supporting funds were transferred from 
the jurisdiction of the Division of Research Grants, National Institutes of 
Health, to our new institute. 

Thus, although no direct appropriation was made to our institute for fiscal year 
1951, our program, neverthless, got off to a start in that year. The table below 
details the funds which have been available to the support of our own arthritis- 
research programs, for research grants, and for fellowships during the past 3 
years, and for the current fiscal year. These sums have been allocated out of 
total appropriations available to the institute to carry on not only its arthritis 
programs, but its responsibilities in the field of metabolic diseases and nutrition, 
involving such diseases as diabetes, liver disease, bone disease, obesity, and 
various other metabolic disorders. Total appropriations allocated to intra- 
mural research for corresponding years were: 1951—$1,740,000; 1952—$2,365,- 
454: 1953—$2,613,972 ; 1954—$3,160,000. 


NIAMD funds available for arthritis research 


51 2 154 
Intramural research $263, 000 $3.54. 000 $443, 000 $620, 000 
Research grants 131, 000 600, 000 732, 000 1, 200, 000 
ota art tis research 94, 001 154, OVO 1, 175, 000 1, 820, 000 


The activities of the National Institute of Arthritis and Metabolic Diseases 
cover two broad areas: Intramural research and extramural programs. The 
intramural research program itself is composed of two major areas—hbasic 
research and clinical investigations. The extramural programs area encompasses 
research grants, fellowship and traineeship awards, in which it is guided by 
the National Advisory Arthritis and Metabolic Diseases Council. 


Intramural research 


The Institute’s broad attack upon the problems of arthritis now includes a 
clinical research program which is under way. We have been planning and 
building up to the development of this program for the past 2 years in anticipa- 
tion of the opening of the National Institutes of Health Clinical Center, which 
was dedicated last July. 

In this great new Clinical Center our Institute is developing a clinical research 
program which is closely integrated both with basic research and patient care. 
When fully activated we will have 25 beds devoted to the medical care of study 
patients suffering from arthritis. Here the patient becomes a part of the research 
team, cooperating with clinicians and research workers. Here, where the pa- 
tients selected for study may stay as long as is necessary, studies may be carried 
through to completion. Here, the findings of basic research may be applied 
without delay because of the intimate working relations which exist between the 
basic research scientist, the clinician and the patient. 

Rheumatoid arthritis —One of the serious difficulties in this field has been 
the lack of a specific diagnostic test for rheumatoid arthritis. Work is in progress 
now in our laboratories on a serological test which gives promise of being as spe 
cific for rheumatoid arthritis as the Wassermann test is for syphilis. We are 
also attempting to isolate and identify the substance in the patient’s serum re 
sponsible for positive reactions. A relatively simple, reliable and specific diag 
nostic test, in the hands of physicians, will constitute a most important step for 
ward in early diagnosis, treatment, and hence, prevention of crippling, which so 
commonly occurs as the result of rheumatoid arthritis 

Most patients with rheumatoid arthritis have an associated anemia which is 
resistant to the usual therapeutic measures Studies are being conducted to de 


termine the cause and the mechanism of this anemia Radioactive isotopes 
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will be used to tag the red blood cells of arthritis patients in order to determine 
whether the cells are destroyed more rapidly than normal, whether the life span 
of the arthritic patient’s red cell is shortened or whether there is inadequate 
production of red cells. Once the mechanism of this anemia is understood, it is 
likely that we will be able to combat the anemia and hence increase the resistance 
and stamina of the arthritic patient. 

Cortisone has been found to be a most useful hormone in the treatment of 
rheumatoid arthritis. However, certain side effects develop which constitute a 
serious limitation on the value of this drug. It is extremely important to select 
the proper patients with rheumatoid arthritis for this treatment. The criteria 
for the proper selection of patients are being carefully defined. 

The discovery that cortisone is useful in rheumatoid arthritis stems from the 
observation that women with this disease have a dramatic remission when 
pregnant. It has been observed that the cortisone concentration in the blood and 
tissues of pregnant women rises several fold. It is remarkable that none of the 
pregnant women develop any of the side effects from cortisone seen in patients 
to whom cortisone is administered. Evidently nature’s secret of how to skill- 
fully administer cortisone so that the benefits will not be mitigated by undesirable 
side effects has eluded the physician. An attempt will be made to find means of 
preventing the destruction of cortisone by certain enzyme systems in the body 
of an arthritic patient. If this should prove possible, much smaller doses of corti- 
sone could then be administered with satisfactory therapeutic effects and with- 
out the bad side effects. This objective will be pursued by means of studying 
the distribution, utilization, destruction and excretion of radioactive cortisone 
which has just become available through the efforts of the National Institute of 
Arthritis and Metabolic Diseases 

Gout.—Although gout is not as common as rheumatoid arthritis, nevertheless 
it is a serious crippling disease and is familiar in nature. It evidently results 
from an inborn error in metabolism which is manifested by an excessive amount 
of uric acid in the tissues and blood so that a patient with gout may have 10 
to 20 times the amount of uric acid in his body as a normal person. Although 
this disease has been recognized for nearly 25 centuries, we still do not know 
whether the excessive amounts of uric acid result from an increased production, 
an inadequate utilization or insufficient excretion. Evidence has recently been 
collected to indicate that some gouty patients synthesize uric acid more rapidly 
than the normal person by shortecutting the usual pathway. Work is being done 
in our laboratory to determine exactly where this metabolic shunt occurs. 
Satisfactory progress has been made in the initial steps of this study and seems 
promising. 

Scleroderma.—tThere is a group of diseases known as collagen diseases which 
has as a common denominator an abnormal alteration of the connective tissue 
of the body. Most of these diseases are fatal and the cause of all of them is 
unknown. Scleroderma is an illustrative type of this group of diseases. A 
quantitative chemical method has been developed and perfected in our laboratory 
for analyzing an important component of connective tissue, namely, the ground 
substance or matrix which fills the interstices between the connective tissue 
fibers. This method will now be utilized in order to determine whether the 
abnormality of the connective tissue in scleroderma consists of an inadequate 
or excessive amount of ground substance. The various physiological factors 
governing the production of this ground substance are alse being defined. It is 
now known, for example, that the thyroid hormone plays an important role in this 
function. 

During the past year staff scientists together with the recipients of research 
grants from this Institute, have contributed significantly to medical knowledge. 
Among the accomplishments worthy of mention are the following: 

Evaluation of Cortisone Treatment.—Significant results have been obtained 
from the continuation of a followup study to appraise the value of prolonged 
cortisone administration to patients with rheumatoid arthritis. Initiated in 
1949, this study is supported by an NIAMD grant to New York University College 
of Medicine. 

Of the 78 arthritis patients originally included in this study 7 discontinued the 
hormone inside of 6 weeks and were eliminated from the series. Of the 
remaining 71 patients, 15 had a clinical remission and are totally free of the 
troublesome and painful symptoms of arthritis; 4 have been off cortisone for 
longer than 2 years. On the other hand, 9 patients of the 71 have not had 
enough benefit from cortisone to warrant its continued use. 
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A total of 58 patients were followed long enough to permit evaluation. Before 
treatment, 31 were not self-sufficient and could not take care of their daily 
needs : 25 of these became self-sufficient as a result of cortisone therapy. Before 
treatment, 17 patients were bedridden and 11 were in wheelchairs or walked 
with the aid of crutches or canes; the former group was reduced to 2 and the 
latter to4 as a result of the treatment. 

Epidemiology and Incidence of Arthritis in Industry. Accurate and reliable 
cata on the incidence of the clearly defined types of arthritis in industry in the 
United States have not been available. To initiate a survey in this important 
area a project supported by a grant from the Arthritis and Rheumatism Foun- 
dation and directed by a member of the NIAMD’s clinical investigations staff has 
been analyzing the medical records of the Consolidated Edison Co. of New York. 
Although results have not been completely analyzed and reported, it has been 
found that during the 5-year period, 1947-51, inclusive, 5,300 employees from 
among the 25,000 employed by the company have been absent from work because 
of disability resulting from the various types of arthritis and nonarticular 
rheumatism. 

Basic research studies complement the clinical studies in the field of the 
rheumatic diseases. 

Search for cortisone precursors.—In collaboration with the United States 
Department of Agriculture, the National Institute of Arthritis and Metabolic 
Diseases has collected from both the United States and abroad a number of 
plants which appeared to be promising vegetable sources of naturally occurring 
compounds which might successfully by synthesized. The steroid content of 
these plants has been determined and studies made of the transformation of 
these compounds into cortisone. The sex hormones are usually intermediates in 
this process. As a result of studies similar to these the price of cortisone has 
dropped in the past few years from about $200 per gram to about $7. The best 
plant source at the present time is the Mexican yam, but the supply of this yam 
is not unlimited and its has not been brought under successful cultivation. 
Other possible sources are tomatodine, from the tomato plant (shown by our 
chemists to be rather easily transformed chemically, as far as the sex hormone 
stage), stigmasterol from the soybean, and becogenin from the yucea and agave 
plants. The possibility of obtaining useful steroids from the hemp industry and 
from fermentation is under investigation. 

The adrenal-pituitary relationship and the role of the central nervous system 
in this function.—Progress has been made in our understanding of the bodily 
controls of the pituitary and adrenal glands particularly in relationship of the 
central nervous system. Since ACTH, from the pituitary, and cortisone and com- 
pound F, from the adrenal, are so very useful in the treatment of rheumatoid ar- 
tristis, the value of these studies to our understanding of the rheumatic diseases 
is obvious. The possible relationship between arthritis and abnormalities in 
glandular function still remains obscure. 

Veasurement of the cortical hormones and their metabolites—New and in- 
genious tools have been devised for the measurement of cortical hormones and 
their metaloblites. In our own laboratories a new biological method has been 
perfected for the estimation of minute amounts of cortical hormones in body 
fluids. Filter paper chromatography has proved successful as a means of sepa- 
rating the important steroids, one from another. Studies are under way on the 
application of these and other new methods to the patient suffering from arthritis. 


Extramural programs 


Through its extramural programs the National Institute of Arthritis and 
Metabolic Diseases supports research in non-Federal institutions, provides grants 
for fellowships to develop research talent, and clinical traineeships for the 
study of the prevention, diagnosis, and treatment of arthritis and the metabolic 
diseases, 

During the fiscal year 1953 a total of 290 grants-in-aid, to 106 research insti- 
tutions in 37 States, the District of Columbia and two foreign countries, totaling 
$2,721,634 were recommended by the National Advisory Arthritis and Metabolic 
Diseases Council and approved by the Surgeon General. Research fellowships 
totaling $150,000 were granted to 44 outstanding candidates at 20 institutions 
in 12 different States. Training stipends amounting to $51,000 were awarded 
to 15 physicians to assist them in improving their competence by enabling them 
to learn the latest techniques in the diagnosis, treatment and rehabilitation of 
patients. 

The general mechanism of the research grants program provides for careful 
selection. Each application is analyzed by the Division of Research Grants 
of the National Institutes of Health and distributed to an appropriate study 
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section. The study sections, arranged according to the various scientific 
disciplines, are composed of experts drawn from the faculties of leading institu- 
tions in the United States and Canada. 

The study sections scrutinize each application carefully and evaluate 
the basis of competence of the principal investigator, merits of the experimental 
design, significance of the project, validity of the methads to be employe 
adequacy of the available facilities, and reasonableness of the proposed budget 
On the basis of these considerations each application is approved or disapproved 
and when approved, a priority number based on merit is assigned. 

The application acted upon by the study section is then reviewed with equal 
care, but from a different viewpoint, by the Advisory Council. The council 
takes into consideration what support is needed in the various geographic areas 
of the country, what important health problems require further 
medical institutions need and merit grants for research. 

The Advisory Council, appointed by the Surgeon General of the United State 
Public Health Service, consists of 6 laymen who are leaders in educati 


it on 


stud which 


nat dnt 
public affairs, 6 physicians who are eminent authorities in the categor 
diseases represented by the institute, and 3 physicians representing the medical 
departments of the Army, Navy, and Veterans’ Administration. The 1 

mendations made by the Advisory Council, which are based in part « the 


recommendations made by the study section, are then submitted to the Su 


NH 

General of the Public Health Service for final action, and the applicant is advised 
accordingly. 

In this program the autonomy and freedom of action of the investigator is 


preserved. We believe that research is most 
maximum latitude and freedom from direction. 
The tables below detail the financial support provided by the National Instit 

of Arthritis and Metabolic Diseases, through its extramural programs, to re 
search projects, fellowships, and traineeships As indicated, only a portion of 
the total funds appropriated by Congress to the institute for extramura 

grams can be devoted to arthritis, per se, for the National Institute of Arth 
and Metabolic Diseases has responsibilities for the maintenance of 
and training in the metabolic diseases as well But it should be borne 
that the answer to the problem in arthritis might well come 
apparently unrelated disciplines such as metabolism, enzyme chemistry, bio 
physics, endocrinology, histochemistry, and the like, rather than from research 
which now can be labeled as “arthritis research.” 


productive when pursued with 


researe 
ili ae 
from research in 


Support given by National Institute of Arthritis and Metabolic Diseas 





s to 
arthritis and other rheumatic diseases 
RESEARCH PROJECT GRANTS 
k 
I eal ’ 
51 S64 100 
. 45 (MM 1) 
953 000 2 O00 
1954 16, 000 O00 
RESEARCH FELLOWSHII 
or RIG, H Jone 
1952 6, $ ) 
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CLINICAL TRAINEESHIPS 
1951 ‘ 
1952 $50, OOL S50). OOM 
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Transmitted from Division of Research Grants and Fellowships 
2 Began February 1951. 
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Among the accomplishments recorded by recipients of arthritis research grants 
was one that made headline news—the successful production, for the first time, 
of radioactive cortisone and hydrocortisone in sufficient quantity for research 
studies. The radioactive hormones have been made available to qualified scien- 
tists through the National Institute of Arthritis and Metabolic Diseases. They 
will be used to conduct tracer studies in attempts to determine how these hormones 
operate in arthritis and other diseases. 

Development of new methods for the measurement of minute amounts of adrenal 
cortical hormones in blood and tissues will make possible many studies which 
could not be undertaken heretofore—studies which will enable us to determine 
the exact metabolic fate of these hormones. 


APPENDIX A 


SIXTEEN SIGNIFICANT ADVANCES MADE IN OuR SCIENTIFIC KNOWLEDGE OF ARTHRITIS 
AND OTHER RHEUMATIC DISEASES MADE BY GRANTEES WITH FUNDS FROM THE 
Unrrep States PuspiLic HEALTH SERVICE 


GENERAL 


1. Apearance of Manual on Arthritis Clinics which establishes exact diagnostic 
criteria for every type of arthritis and rheumatism. Adopted by the American 
Rheumatism Association and published by the Arthritis and Rheumatism Founda- 
tion in cooperation with the National Institute of Arthritis and Metabolic 
Diseases. 


CORTISONE, HYDROCORTISONE, AND ACTH 


1. Synthesis of radioactive cortisone and hydrocortisone which makes possible 
detection and measurement of minute amounts of hormone in blood, urine, and 
tissues. 

2. Discovery of striking clinical effects in rheumatoid arthritis, rheumatic 
fever, gout, and lupus erythematosus. 

3. Discovery of important influence on growth of connective tissue. 

4. Knowledge of metabolic and physiological changes induced by these 
hormones. 

RHEUMATOID ARTHRITIS 


1. Improvement and refinement of new diagnostic blood test for rheumatoid 
arthritis 

2. Discovery of special type of heart and blood-vessel disease in rheumatoid 
arthritis. 

3. Development of ingenious methods for rehabilitation of disabled rheumatoid 
cripples. 

4. Knowledge of heredity factors concerned in rheumatoid arthritis and 
spondylitis. 

GOUT 


1. Development of precise methods for measuring uric acid content of body 
and tracing the synthesis and breakdown of uric acid in normal persons and 
patients with gout. 

2. Knowledge as to the nature of the inborn error of purine metabolism in 
gout. 

OSTEOARTHRITIS 


1. Discovery of role of certain hormones and dietary factors in osteoarthritis 
in experimental animals. 
CONNECTIVE TISSUE 


1. Description of complex chemical nature of ground substance in which con- 
nective tissue fibers are embedded 

2. Development of special dyes which selectively stain certain components of 
normal and pathological connective tissue fibers and ground substance and 
thereby identify the chemical nature of these structures (histochemistry ). 


COLLAGEN DISEASES 


1 Description of chemical nature of changes in blood vessels, connective tissue 
fibers, and ground substance encountered in collagen diseases 

2. Revision and clarification of clinical concepts of the diseases included in this 
group and their interrelationship. 
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Dr. Darr. Mr. Wolverton, and members of the committee, there 
are two of us here this afternoon from the National Institute of 
Arthritis and Metabolic Diseases to speak to the program of that 
organization. 

Dr. Bunim, who is chief of the arthritis studies in this Institute will 
tell you something of the accomplishments which have been possible 
since the establishment of the Institute due to the availability of 
Government funds to finance these researches. 

My own very brief remarks will be in the way of an introduction 
to this and will cover mostly the history of the Institute. 

This Institute was established in 1950. 

It was due to this committee that we were permitted to come into 
being. 

I should like to take this opportunity, Mr. Chairman, if I may, to 
express to the members of the committee our very great appreciation 
of their interest in the rheumatic and metabolic diseases and their 
interest in the health of the people of this country in general. 

I should like to read to you, or to quote to you briefly, if I may, a 
part of your report to the House in 1950 in which the report of this 
committee said: 

In view of the loss of productivity to the Nation, and the burden thrust upon 
the taxpayer when these diseases strike, and render so many of our people 
dependent upon others for support, your committee concluded that such sums 
as the Congress may deem wise to appropriate for research into the cause 
and cure of these diseases will undoubtedly represent a saving, rather than a 
spending of the taxpayer’s money. 

I quote this merely to remind you that this committee did recognize 
as early as 1950 a thing which many people are belatedly realizing, 
that arthritis and the rheumatic diseases constitute a major threat 
to the welfare of the citizens of this country. 

The program of the National Institute of Arthritis and Metabolic 
Diseases started very slowly and has been increased gradually over 
the years since 1950. 

With sums appropriated by the Government we have been able 
to institute a program in several areas, one very important area being 
that of research grants, grants mostly to the medical schools through- 
out the United States. 

A second area of program has been the establishment of fellowships. 
Another has been the establishment of traineeships. 

Since our clinical center opened in July of this year we have been 
able to get started on a program in clinical research, and the final area 
which has been going on for some years is research at Bethesda in 
the basic sciences which complement the clinical research which is 
going on. 

In regard to research grants, I might answer a little more fully a 
question raised by Mr. Heselton this forenoon, I believe, in regard to 
the allocation of the funds in arthritis. 

I believe that our advisory bodies have been extremely well aware 
of the problem which you have raised as to the stimulation of research 
throughout the United States. I have sat with these bodies on many 
occasions, and that is a problem which they have taken very seriously 
throughout the years. 

There has been a survey made also of the support of research in our 
program as compared to the research potential in the country, and 
there is a striking parallelism between the amount of research poten- 
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tial in each area of the United States and the amount of support from 
our total research grants program. 

It is very true that in the arthritis field, as has been pointed out, 
there are only a few centers where it has been possible to stimulate 
interest and therefore place research support, so I believe in this par- 
ticular field, the actual figures which you have at your disposal show a 
less general distribution of funds than is true in the program as a 
whole of the National Institutes of Health. 

I think that that will serve as introductory, just a little of the 
history of our Institute, and Dr. Bunim will take up the matter and 
tell something of the accomplishments due to public moneys. 

Dr. Buniw. The appropriations to the National Institute of Arth 
ritis and Metabolic Diseases, as explained, could be divided into two 
major categories, first in support of research, fe llowships, and trainee 
ships in this country at large, outside the National Institutes of Health. 
We refer to them as extramural program grants. The second cate 
gory are the funds spent for research in the Institute proper, and this 
intramural program could again be subdivided more or less into basic 


research and clinical research. The elinical research, of course, could 
not have begun until the opening of the Clinical Center on July 6 of 
this vear. 

ee 


Now as to the first category, the extramural program of research 
grants, fellowships, and ne that has been going on since 
February 1951. The omnibus bill formulated originally by this com 
mittee was passed in the middle of August 1950 and the Surgeon 
General of the | a States Public Health Service established t 
National Institute of Arthritis and Metabolic Diseases in Wishes 
and our program extramurally was st: arted 1 o February 1951. 

Since that time, which is a period of 214 years, some important 
scientific advances have been m: ude possib le as a result of the support 
given by the National Institute of Arthritis and Metabolic Diseases. 

When we sat down to itemize all the advances made in this field in 
the last 5 years, we were able to cull from the literature and various 
scientific programs of the American Rheumatism Association and 
similar bodies 40 major advances made in 5 years from 1948 to 1953. 
In the last half of this 5-year period—that is, 214 years, or half of that 


time—we found that 16 of these 40 significant advances were made 
possible by funds granted by the National Institute of Arthritis and 
Metabolic Diseases. 

I should like to very briefly indicate what these advances are. I 
have divided them into categories which would simplify their 

resentation. 

The first in the general category is: By cooperation with the Ar- 
thritis and Rheumatism Foundation and the American Rheumatism 
Association a manual has been published which was called the “Manual 
on Arthritis Clinics.” which for the first time clearly defines the diag- 
nostic criteria of the various types of rheumatic diseases, and the de- 
sirable features of a good arthritis clinic. Dr. DeForest has formerly 
refe rred to this Manual on Arthritis Clinics. 

In the field of cortisone, hydrocortisone, and ACTH our Institute 
has contributed to and supported, first, a synthesis of radioactive 
cortisone and hydrocortisone which makes possible for the first time 
detection and measurement of minute amounts of hormones in the 
blood, in the urine, and in the tissues. This radioactive cortisone has 
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been supported entirely by the institute. This project was begun in 
February of last year : ind as of the enka ily of this vea r this radio 
active cortisone has been made available to research centers in the 
entire country. We have already received applications from 25 re 
search centers in this country for this radioactive substance. 

In addition, in the category of cortisone, hydrocortisone, and ACTH, 
with funds granted by the institute, there has been the discovery of 
striking clinical effects in rheumatoid arthritis, rheumatic fever, gout, 
and lupus erythematosus. 

There was also the very important work on the influence of cortisone 
and ACTH on the growth of connective tissue, in which I might say 
Dr. Ragan has been a leading figure. That has been made possible 
by grants from the institute. 

Beyond that there is knowledge of metabolic and pliysiological 
changes induced by these hormones, which has grown out of the support 
by the Institute. 

In the category of rheumatoid arthritis research grants have sup 
ported studies on the development and refinement of a new diagnosti 
serological test for rheumatoid arthritis. 

Research has — to the discovery of special types of heart and blood 
vessel disease, which is characteristic of rheumatoid arthritis. That 
has been made sia! yy these aciiaid 

There was the development of ingenious methods for rehabilitation 
of disabled rheumatoid arthritic cripples. 

Research is being done on the hereditary factors concerned in rheu- 
matoid arthritis and arthritis of the spine, otherwise called spondylitis. 

In the field of gout, grants have been made to support research which 
led to the development of precise methods for measuring uric acid 
content of the body and tracing the synthesis and the breakdown of uri 
acid in normal persons and patients with gout. Uric acid is exces- 
sively increased in the body of patients with gout, and the diagnostic 
test for gout is the demonstration that the uric acid level in the blood 
is abnormally elevated. 

There is also research which led to knowledge as to the nature of 
the inborn error of purine metabolism in gout, which has resulted from 
support given by the Institute. 

In the field of osteoarthritis grants have supported research on the 
discovery of the role of certain hormones and dietary factors in 
osteoarthritis in experimental animals. 

On the general subject of connective tissue, you heard about before, 
there were grants made by the United States Public Health Service 
which led to a description of the complex chemical nature of ground 
substance in which the connective-tissue fibers are embedded. The 
ground substance is the medium or the matrix in which the connective- 
tissue fibers are embedded. 

There was also research which led to the development of special 
dyes which selectively stain certain components of normal and patho 
logical connective tissue fibers, abnormal connective tissue fibers, and 
ground substance, and thereby identify the chemical nature of these 
structures. This field is referred to as histochemistry. Histochem- 
istry of connective tissue was supported by such grants. 

In the field of the collagen diseases, research has led to the descrip- 
tion. of the chemical nature of changes in blood vessels, connective- 
tissue fibers, and ground substance encountered in collagen diseases. 
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This was supported by the Institute of Arthritis and Metabolic 
Diseases. 

Finally in the field of collagen diseases there was revision and clari- 
fication of clinical concepts of these diseases included in this group, 
and their interrelationship, which was again made possible by grants 
awarded by the Institute to workers outside of the Institute. 

Now as to the clinical phase of our intramural program which, as I 
said, was only possible to begin a few months ago. I should like to 
report that when fully activated the clinical center will have 25 beds 
devoted to the medical care of study patients suffering from arthritis. 
Here the patient will become a part of the research team, cooperating 
with clinicians and research workers. Here, where the patient se- 
lected for study may stay as long as necessary, studies may be carried 
through to completion. Here the findings of basic research may be 
applied without delay because of the intimate working relationship 
which exists between the basic research scientists, the clinician, and 
the patient. 

I might briefly refer to the various problems which we have begun, 
and if you wish I can elaborate upon them in the further questioning. 

We are continuing to study the clinical effects of long-term admin- 
istration of cortisone to patients with rheumatoid arthritis in rela- 
tively large groups of patients. 

We are also going to study the metabolic effect of radioactive 
cortisone and hydrocortisone. 

We have studies under way which will define the biochemical ab- 
normalities in the connective tissue in the collagen diseases. 

We have also a study in progress on the important factor which is 
responsible for the positive serological tests for rheumatoid arthritis. 

We have also started a study on the mechanism and nature of the 
anemia in patients with rheumatoid arthritis. 

We have also a study on the abnormality in uric acid and purine 
metabolism which exists in gout. And there is a careful study of the 
exact mechanism of the action of phenylbutazone in gout. 

Finally, we are just about to begin a study in the experimental ani- 
mal on the factor which might influence the development of osteo- 
arthritis. 

If any of you would wish, I would be happy to elaborate on any of 
these problems. 

Mr. Dotutver. Did I not understand one of the witnesses this morn- 
ing or this afternoon to say that there was no experimental animal in 
which this disease could be produced ? 

Dr. Ragan. I said that, Mr. Dolliver, but I was referring to rheu- 
matoid arthritis. Old animals get osteoarthritis just like old people 
do. 

Mr. Dottiver. I see. I am glad to have that cleared up, because 
obviously I was confused. 

The CHairman. Are there any further questions? 

Your statement as to the expanding program of the Research Insti- 
tute is certainly gratifying to us, who have been interested in this from 
the beginning. ‘What would you say is the most necessary thing now 
to be done in this field so far as the National Institute is concerned 
Is it a question of limitation because of limited funds, or is it a limi- 
tation of qualified personnel, or a limitation of proper facilities? Just 
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what would you say is the primary thing needed to advance research 
and study in this particular field of medicine? 

Dr. Bunim. I woul l say the most important thing is to continue the 
research grants-in-aid in the extramural program, That will prob 
ably need to be elaborated as more research centers open and develop, 
as the result of greater interest among the younger men in this field. 

Furthermore, in the extramural program the traineeship and post- 
doctorate fellowship needs further and increased support. 

Finally, as Dr. McEwen had mentioned, it would be helpful if medi- 
eal education which would include construction of research facilities 
as well as clinical care were considered. That would be extremely 
helpful. 

The Cuatrman. Are there any further questions, gentlemen / 

(Discussion off the record. ) 

The CHarrman. What comes next, Dr. Ragan? Have we another 
witness ¢ 

Dr. Ragan. We have one more witness. Dr. Paul Holbrook, from 
Tucson, was unable to be here, but he has a letter which Dr. McEwen 
suggests I read and incorporate in the minutes, together with his 
biographical data, if it is agreeable to you, sir. 

The Cuarrman. Ve ry well. 

(The letter and biographical data follow :) 


Tucson, Artz., October 1, 1953 
Hon. CHARLES A. WOLVERTON, 
Chairman, House Committee on Interstate and Foreign Commerce, 
Washington, D. ¢ 

My Dear Mr. Wolverton: Since it is impossible for me to respond to your 
telegram by appearing at the hearings in person, I wish to submit a brief stat: 
ment for your committee’s consideration and for the record. My experience and 
qualifications pertinent to the problem of this hearing are attached. 

Topic 1: Information relative to causes and control of arthritis and rheu 
matism. 

No comment is, I think, necessary on this topic as this information will of 
necessity be dependent upon the successful carrying out of the topics listed under 
Nos. 2, 3, and 4. 

Topic 2: Magnitude and direction of current efforts to control arthritis and 
rheumatism. 

There has been a tremendous increase in research and in public interest during 
the past 5 years due largely, I believe, to the efforts of the American Rheumatism 
Association, the founding of the Arthritis and Rheumatism Foundation, and the 
establishment of the National Institute of Arthritis and Metabolic Diseases 
within the United States Public Health Service. The direction of these current 
efforts has been toward better care of patients through education of lay and 
professional people, and in emphasizing increased research to provide more 
knowledge regarding the exact cause and treatment of these diseases The 
magnitude of these efforts, while increasing at an excellent rate during the past 
few years, must be increased still further if we are to answer these important 
problems. 

Topic 3: Coordination of research and dissemination of information among 
private and publie agencies in the field. 

Here I shall need to relate some personal experience to express my views. 
When the Institute of Arthritis and Metabolic Diseases was established I was 
invited to serve on the national advisory council of this institute. Having been 
in part responsible for the establishment of the Arthritis and Rheumatism 
Foundation, and being in the private practice of medicine, I had entertained 
serious misgivings regarding the place of Government in such a field. However, 
I accepted the appointment and served until its expiration this year. During 
this period I saw the closest possible cooperation established between the Arthritis 
and Rheumatism Foundation, the American Rheumatism Association, and the 
Institute of Arthritis and Metabolic Diseases. The grants-in-aid program carried 
on by the institute has been the finest and most efficient Government operation 
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it has been my pleasure to see. The major difficulty has been insufficient funds 
to support worthwhile projects in research. This year’s increase in the funds 
of the institute will help in a large measure the immediate urgencies. As the 
program has been administered, there has been ideal relationships between the 
institute and the research worker and with the private agencies. The present 
situation, then, in regard to this topic, is very satisfactory. Recently the Na- 
tional Science Foundation, another governmental agency, has entered the field 
of scientific research and of fellowships. If this agency can develop along the 
sound administrative lines followed by the institutes I would certainly support 
it strongly. It is imperative, however, that duplication between two govern- 
mental agencies be avoided. It occurs to me that this possibility exists in the 
present situation, and that quite clear separation of fields of interest will be 
necessary to avoid confusion. In my opinion basic and clinical research in 
medicine, as well as fellowships in this field, properly should be a part of the 
present organization of the United States Public Health Service. Scientific 
research and fellowships in nonmedical fields could properly be administered by 
the National Science Foundation. The nonmedical field is extremely wide and 
needs badly the support of such an organization. 

Topic 4: Whether additional legislation, coordination, or funds may be desira- 
ble or necessary to bring more effective progress in this program 

I do not, at the present time, see the need for additional legislation unless it 
is necessary for establishing policy. Coordination between the present govern- 
mental and private agencies is excellent. Additional funds will undoubtedly be 
necessary both for the private and public agencies. 

W. Paut Horprook, M. D. 


— 
1953 


W. Paul Holbrook, M. D., age 55 years: 

Graduated from the University of Washington with a bachelor’s degree in 
chemistry 

Received his medical degree from the University of Oregon in 1924. 

Senior instructor, laboratory diagnosis, University of Oregon, 1925 and 1926. 

Honor societies : Alpha Omega Alpha, Sigma Xi. 

Member of the following medical societies: Pima County Medical Society, 
Arizona State Medical Association, American Medical Association, American 
College of Physicians (fellow), American Heart Association, Diplomate Ameri- 
can Board of Internal Medicine, American Council on Rheumatic Fever, Ameri- 
can Rheumatism Association, Aero Medical Association, Society of United States 
Medica! Consultants in World War IT. 

He has served as president of the Arizona State Medical Association and the 
American Rheumatism Association 

He was elected the first president of the Arthritis and Rheumatism Founda- 
tion (May 1948). 

Dr. Holbrook served in World Wars I and II. During World War II he was 
Chief of Professional Services for the United States Army Air Forces. He 
served in this country and ETO and MTO (rank: colonel). He was awarded 
the Legion of Merit and the Army Commendation Ribbon. 

Appointments: Director of research, Southwestern Clinic and Research Insti- 
tute, Inc., Tucson, Ariz.; senior medical consultant, St. Mary's Hospital, Tucson, 
Ariz.; senior medical consultant, Tucson Medical Center, Tucson, Ariz.; medical 
consultant, Southern Pacific Sanatorium, Tucson, Ariz.; consultant in medicine 
to the Surgeon General, United States Air Forces; consultant in medicine to the 
Veterans’ Bureau; National Advisory Council, Arthritis and Metabolic Diseases: 
Macy Foundation Conference on Connective Tissues, chairman. 

Dr. Holbrook has written many papers on heart and rheumatic diseases, Most 
recently, he has written the book, Manual of Rheumatie Diseases. 


The Crarrman. As I understand it, Dr. Holbrook is the past presi- 
dent of the American Rheumatism Association and former member 
of the National Advisory Arthritis and Metabolic Diseases Council. 

Dr. Ragan. Yes, sir. He was the first president of the Arthritis and 
Rheumatism Foundation, in May of 1948. 

The CHarrman. Whom do you desire to call next ? 

Dr. Racan. Our last witness is Mr. Thomas Freeman, of New 
York, the executive secretary of the Arthritis and Rheumatism Foun- 
dation. 
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Mr. Dotiiver. May I ask a question before he takes the floor, Mr. 
Chairman ¢ 

The CrarrMan, Yes. 

Mr. Douuiver. I have noticed that you have stated the phrase 
“arthritis and metabolic diseases.” I am completely in the dark, or 
practically so, as to the relationship between those two terms, me- 
tabolism and arthritis. 

Dr. Ragan. I am not to familiar as to why the institute was called 
that. Maybe Dr. Daft can explain why it was. 

Dr. Darr. I believe that after the discovery by Dr. Hench of the 
effect of cortisone on the rheumatic diseases it lent considerable 
impetus to the belief that it is a metabolic disease. I think that term 
in itself needs some explanation. 

To most people the metabolic diseases in general have little mean- 
ing, and probably no glamour. Actually, hidden in that term are a 
great many very important diseases. Metabolism, of course, is every- 
thing that the body does. If there is an error in metabolism, we have 
a metabolic disease. 

The fact that these collagen diseases may very well arise through an 
error in metabolism would give a reason for placing them in this gen- 
eral category. 

There are a great many other diseases which might be classified as 
metabolic diseases. All of those due to endocrine disorders would 
certainly be in this class. Therefore, diabetes, which I believe this 
committee is hearing in a couple of days, would be considered a meta- 
bolic disease. Any other one due to an endocrine dysfunction would 
be in this category. 

The nutritional deficiencies would be classified by most people as 
metabolic diseases. 

This does give us an extremely wide area of responsibility, since we 
have to cover all of these very important diseases. 

Mr. Douuiver. Do I understand, then, that it is your particular 
institute which deals with diabetes as well as arthritis? 

Dr. Darr. That is true. Our program in the grants area is rea- 
sonably good. The program in our own intramural research is at 
ihe present time very small. We are hoping to get a chief in that 
special field and to give it greater emphasis during the next several 
years. 

Mr. Douuiver. Thank you, Mr. Chairman. 

The CuarrmMan. Any further questions? If not, we will proceed, 
Mr. Freeman, with your testimony. 


STATEMENT OF THOMAS FREEMAN, NEW YORK, N. Y., EXECUTIVE 
SECRETARY, ARTHRITIS AND RHEUMATISM FOUNDATION 


Mr. Freeman. Mr. Wolverton and members of the committee, I 
would just like to explain to this committee briefly about the Arthri- 
tis and Rheumatism Foundation. Much of the program, of course, 
has been covered, so I will concentrate on the organizational aspects 
and give you something of the financial picture of the foundation. 

As has already been pointed out, the Arthritis and Rheumatism 
Foundation was established in 1948. It is a nonprofit membership 
organization incorporated under the laws of New York State, and 
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at the present time we have 35 chapters in 30 States, and 6 organizing 
committees. 

The national foundation is comprised of a medical and scientific 
committee which is responsible for the medical policies and medical 
program of the foundation. 

The chapters are patterned very closely after the national founda- 
tion. They also have a medical and scientific committee and a board 
of directors. 

The medical and scientific committee of the chapters on the local 
level is responsible for the local program. 

The boards of directors of both the national and local levels are 
concerned with the business aspects of the chapters. 

Now, the foundation has no endowment funds. It depends en- 
tirely on public subscriptions for its financial support. 

The national foundation as such—that is, national headquarters— 
does not solicit funds directly. Practically all of its sources of in- 
come are derived from the chapters. The chapters raise the money. 
The national foundation supplies the personnel help and also materi: al 
help in the form of various campaign materials to assist the chapters 
in raising this money. 

The chapters retain 64 percent of the funds raised to carry on the 
local program ; and 36 percent of the money is sent to national head- 
quarters to carry on the national program. All moneys received 
directly at national headquarters from individual donors in chapter 
areas of course are treated in exactly the same way as if they were 
collected locally by the chapter; namely, the chapter receives its 64 
percent. 

Now, it has been suggested that this committee would be interested 
in knowing how ae of this money is spent by the foundation. 

For example: No. 1, public education; No. 2, diagnostic services, 
therapy, care, and vehabilitation No. 3, research; and No. 4, ad- 
ministration. 

We do not have complete financial returns from all the chapters. 
These figures I am giving you are based on the returns we have re- 
ceived to date, based on approximately $960,000 of funds reported. 

Now, of that amount approximately $95,000 has been spent for 
public education, $306,000 for diagnostic services, therapy, care, and 
rehabilitation ; $265,000 for research, both at the national and local 
level; and approximately $107,000 for administration. 

Now, broken down on a percentage basis, the picture looks as 
follows: Approximately 10 percent is spent for public education on 
the national and local levels; 32 percent for diagnostic services, 
therapy, care and rehabilitation; 27 percent for research; and 11 per- 
cent for administration. 

We have been conducting campaigns for the past 5 years and have 
raised during that period approximately $4,729,000. 

Now, if you have any questions to ask I would be happy to answer 
them if I can. 

Mr. Hesettron. Mr. Chairman? 

The Cuarrman. Mr. Heselton. 

Mr. Hesetron. This is not a question, but I have been thinking over 
the statement previously made about the difficulty of obtaining some 
physicians in the local areas in order to set. up these clinics. It is my 
recollection, Mr. Chairman, that when the president of the American 
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Medical Association testified here on Thursday he said they would 
welcome any suggestions that were — I believe he said they 
would have an observer at all hearings. I did not know whether the 
observer is here or not. 

I do have the temerity to suggest that it would be an extremely use- 
ful project on the part of the American Medical Association, which 
they might cooperate with you on, in terms of inducing doctors to 
assist you In your very fine work. I just want to make that suggestion. 

The Cuamman. Any further questions or observations? 

Mr. Kurrx. Mr. Chairman? 

The CHarrMan. Mr. Klein. 

Mr. Kier. Dr. Daft, as I understand it, your agency is wholly 
supported by the a nt; is it not? 

Dr. Darr. Yes, si 

Mr. Kier. You ra not get any voluntary contributions at all? 

Dr. Darr. No voluntary contributions. 

Mr. Kirin. You do not? 

Dr. Darr. That is correct. 

Mr. Kiern. Have you found in your experience that the fact that 
the Government appropriates the money for these very worthy pur- 
poses has any effect? Does that indic ate any Government control, in 
your opinion? Does the Government ever come in and tell you that 
you should teach certain subjects or establish certain fe llowships ¢ 

Dr. Darr. No, indeed. There has been perfect academic freedom, 
and I believe that all of the people who have received grants through 
the Arthritis Institute would testify that there has been no Govern- 
ment control or interference in any way. 

Mr. Kiem. Would you say that would be the case in the other 
fields of medical research ? 

Dr. Darr. Yes, indeed. 

Mr. Kur. The reason I make this point, Mr. Chairman, is because 
I have always had a great deal of difficulty understanding the Ameri- 
can Medical Association in the position which it seems to take: and 
that is that they do not want any Government funds because they 
are afraid it will lead to what they call socialized medicine. 

These gentlemen, and particularly the two gentlemen from es 
Institute, apparently are testifying to the fact that it is possible 
receive aid from the Federal Government in the furtherance of ne 
very worthy causes and still not have it socialized. Has that not 
been your experience, Dr. Daft ? 

Dr. Darr. Yes. I think you will recall Dr. McEwen mentioned 
this morning that this is probably not a very controversial area; 
that most people will agree that the support of research by Govern- 
ment is a function which could not possibly lead to any socialized 
medicine. 

Mr. Kier. I am sure it is, but it seems to me that health is not, 
nor should it be, controversial. I have always said—and I do not 
want to start any controversy here—that the American Medical Asso- 
ciation does not really speak for the doctors who are members of it. 
Certainly it is very difficult to understand the position that they have 
consistently taken here that they do not want us to help. They do not 
want us to help medical schools. They do not want Government 
funds because they say that that would lead to socialization of 
medicine. 
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That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions? 

Does the panel have anything further they wish to say ? 

Dr. Ragan. I do not think we have anything further, sir, except to 
thank the committee for listening to us and allowing us to present our 
points of view. 

The Cruamman. I think the indebtedness is all on our part. You 
gentlemen have come here today, as I have previously stated, at great 
inconvenience, and have taken time out of your very busy lives to do 
so. We can only say in our feeble way how greatly we appreciate 
your willingness to do so. 

This is a further extent of the willingness to which you desire to 
romote health and how it constitutes a part of yourselves in life. 
Fou look upon the ultimate, the objective, as far more valuable than 
the mere gathering together of a few additional coins, so to speak, 
by activity ina day. We have been greatly impressed by the char- 
acter and standing and ability of the witnesses who have given of 
their time and their knowledge to this committee. It is a recognition 
upon your part that you be lieve the committee is anxious to do some- 
thing that is worth while. We are very glad that that desire upon 
our part has been recognized by the medical profession. 

We realize that it is no easy task that we have undertaken. How- 
ever, it does not deter us from our endeavor to get some worthwhile 
sanded which will justify the attendance of men like yourselves, who 
have come here and have testified to this committee. 

After we have had the benefit of all that you have to say we will 
then strive to do something with it which will be for the ultimate 
good. 

We thank you for your attendance. 

Dr. Ragan. Thank you very much. 

(Whereupon the committee recessed to reconvene at 10 a. m., Tues- 
day, October 6, 1953.) 
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The Cuarrman. In this afternoon’s session we are to inquire into 
the disease problem of diabetes. It is our hope to ascertain the cur- 
rent status of knowledge and control practices in this important 
disease, to determine how much of a problem it represents, and to 
assess the scientific, economic, and social considerations which must 
be reckoned with before diabetes can be controlled as a disease of man. 

We are especially interested in knowing what research is being done 
in this field at the present time, what areas of research interest seem 
to hold the greatest promise, and the major research areas which 
remain to be investigated in the future. 

In addition, we should like to evoke some expression of opinion as 
to the manpower, facilities, and funds which will be needed in the 
future in obtaining progress toward the control of this disease. 

We have found in previous sessions of these hearings that an infor- 
mal discussion of the various aspects of the problem has been a profi- 
table way of developing pertinent information. I should, therefore, 
like to welcome you distinguished scientists and laymen who have 
offered to participate in these discussions, and should like to invite 
you to join the discussions freely. I understand that Dr. Randall G. 
Sprague, associate professor of medicine at the Mayo Clinic, and a 
specialist in endocrine and metabolic diseases, has been chosen dis- 
cussion leader. 

Both the agenda and prepared statements of the witnesses will be 
included in the official record. 

It is, of course, our hope that this afternoon’s hearings, through 
free discussion, will yield a sufficient amount of information to afford 
a clear understanding of the present and remaining problems in 
diabetes. 

Any material which you desire to submit for the record will be 
received and inserted, and I would like to enter at this time the 
agenda and the list of participants in this symposium. 

(The information is as follows:) 


AGENDA FOR HEARING ON DIABETES 


I. Purpose of the hearing; statement by committee chairman. 
II. Diabetes, keynote speaker : 
Status of disease— 
(a) What it is. 
(b) Who has it. 
(c) Extent of problem in United States, in world. 
Knowledge and control practices— 
(ad) Control measures now used. 
(e) Costs of disease to individuals, to community, to United States 
as a whole. 
(f) Organizations contributing to diabetes control— 
1. Their primary functions. 
2. Operation in field (activities). 
(g) Research now being carried on, 
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II. Diabetes, keynote speaker—Continued 
Knowledge and control practices—Continued 
(h) Summary: 

1. Knowledge of disease, and tools and techniques de- 
veloped which, if better utilized, would improve 
control 

2. Facilities and services still needed 

3. Research still needed on questions unanswered in control. 


GENERAL OUTLINE FOR DISCUSSION 


III. A. What is the significance of this disease in terms of: 
1. Seriousness of illness— 
(a) Number ill, age. 
(6b) Number of deaths, rate. 
(c) Social and psychological aspects, contributing factors and 
effects 
(dq) Duration 
(e) Estimated number of unknown cases. 
2. Costs—to individual, to United States in medical care, loss of 
manpower. 
3. Known methods for case-finding, diagnosis, treatment, rehabili- 
tation 
4. Action which people can take that will lead to early discovery of 
diabetes and consequently its control? 
B. What is presently being done to control diabetes? 
l. National agencies ( official and voluntary) and their counterparts 
in State and local communities 
(a) Functions of these agencies. 
(b) Costs of these programs. 
(c) Is there coordination, and if so, how is it achieved? 
(d@) Summarize essential programs 
Case finding 
Case holding. 
Rehabilitation, 
Education of public—professional workers, di 
abetics. 
Research 
C. What have been outstanding scientific advances in the fields of case find 
ing, diagnosis, treatment, rehabilitation and what has been their practi- 
cal application? 
D. What are the needs, the weak spots—obstacles to progress: 
1. In research. 
2. In application of present knowledge for control of disease? 
E. What are the recommendations for improving the Nationwide attack 
against diabetes? How might these be carried out? 


PARTICIPANTS 


Dr. Randall G. Sprague, president, American Diabetes Association. 

J. Richard Connelly, executive director, American Diabetes Association. 

Dr. John A. Reed, secretary, American Diabetes Association. 

Dr. Arnold B. Kurlander, Assistant Chief, Division of Chronic Disease and 

Tuberculosis, Public Health Service. 

Dr. Hugh L. C. Wilkerson, Chief, Diabetes Section, Division of Chronic Disease 
and Tuberculosis, Public Health Service. 

The Catan. Before you proceed with the discussion, Dr. 
Sprague, I should appreciate it if you would ask the various wit- 
nesses to stand and introduce themselves so that they may be known 
to the recorder and to the members of this committee. Please have 
each member of your panel state his experience, background, and so 
forth, in this particular field. 
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STATEMENT OF DR. RANDALL G. SPRAGUE, ROCHESTER, MINN., 
PRESIDENT OF THE AMERICAN DIABETES ASSOCIATION 


Dr. Sprague. Mr. Chairman and members of the committee, my 
name is Dr. Randall G. Sprague, and I am from Rochester, Minn., 
where I have been associated with the Mayo Clinic and the Mayo 
Foundation for almost 18 years. I am president of the American 
Diabetes Association, and I am appearing here on behalf of that 
organization. Inasmuch, however, as I have not had time to submit 
the statement to our governing board I would like to request that these 
remarks be considered as my personal observation. 

Diabetes mellitus is a chronic disease characterized by a disturbance 
in the formation and use of sugar by the body. In diabetes, sugar 
is formed in excessive quantities from food which is eaten and from 
the tissues of the body itself, and the sugar is not burned to produce 
heat and energy for the work of the body. This disturbance results 
ina persistent tendency to elevation of the sugar content of the blood; 
it likewise may lead to the passage of abnormal amounts of sugar 
in the urine, and, in the more severe forms of the disease, to derange 
ments of the protein, fat, and mineral constituents of the body. The 
basic fault in diabetes is a deficiency of insulin, the secretion of cer 
tain cells of the pancreas, but little is known of the causative factors. 
It is an inheritable condition and occurs with unusual frequency in 
overweight persons, 

When diabetes is of long duration, and particularly when it has not 
been adequately treated, it leads to the deve lopment of a group of so 
called degenerative comp ylications. These include harde ning of the 
arteries, heart disease, kidney disease, neuritis, gangrene of the legs 
und feet, and retinopathy (an eye disease which sometimes causes 
blindness). These complications are now the major causes of inva 
lidism and death among diabetic patients. 


IMPORTANCE OF DIABETES AS A CAUSE OF ILLNESS AND DEATH 


Exact figures on the number of diabetics in the country are not 
available because there is no systematic scheme for collecting data 
of this kind on a national scale. On the basis of the data collected in 
the National Health Survey of 1935-36, supplemented by information 
obtained in local surveys, in detection campaigns and from other 
sources, it is estimated that there are at least 1 million known diabetics 
in this country today. From various studies it appears, however, that 
the actual number of cases in the country is of the order of 2 million. 
There are large numbers of persons with diabetes whose disease is 
undetected. The reason for this is that the disease is usually symp- 
tomless at onset and may exist for many years before being picked up 
as a result of a routine test of the urine for sugar, or because of 
complications that indicate the existence of the disease and lead to its 
diagnosis. 

Since one or more of the previously mentioned degenerative compli- 
cations eventually develops in a high percentage of diabetics, and since 
the complications eventually become disabling, it is inevitable that 
there should be considerable invalidism from diabetes. Of the cases 
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reported in the National Health Survey, approximately one-fourth 
had been disabled for a week or longer in the survey year. In that 
year it was estimated that persons with diabetes lost 19,200,000 days 
from work or other usual pursuits, or approximately 30 days per 
person with the disease. It was further estimated that there were 
nearly 35,000 persons who were invalids because of the disease. From 
these figures, which are much below those prevailing at the present 
time, it is readily seen that the economic costs of the disease are very 
substantial. 

In addition to the present number of sufferers from the disease, 
there are considerable numbers in our population who will acquire 
the disease before they die. The total sleatber of such persons in our 
present population is upwards of 3 millions. 

In recent years, there have been about 25,000 deaths ascribed to 
diabetes each year. This represents only about half the total number 
of deaths among diabetics each year. The difference is accounted for 
by the fact that most diabetics do not succumb to the disease itself 
but on complications of the disease, chiefly, diseases of the heart and 
circulatory system. Sizable numbers of deaths among them are also 
due to infections, cancer, and accidents. Recent statistics indicate 
that the death rate for diabetes is slightly greater than for tuberculosis, 

Diabetes may occur at any age. It attests persons of either sex and 
is prevalent in all parts of the country as well as all parts of the globe. 
The disease is, however, least frequent in children and most frequent 
in middle-aged and older people. Cases under 45 account for about 
one-fifth of the total; nearly half are between 45 and 64 and the 
remainder, about a third, are 65 and over. Males account for about 
3 out of 8 of the known cases, females for 5 out of 8. It is estimated 
that there are at least 60,000 new cases of the disease each year, about 
one-fifth are under 45 at onset, more than half are between ages 45 
and 64, and one-fourth are ages 65 and over. As indicated, diabetes 
is found everywhere. The frequency of the disease, as judged by death 
rates, appears to be higher in this country than anywhere else. 

A high proportion of diabetics are in the working ages. It is esti- 
mated that there are nearly 200,000 diabetics in the labor force. With 
proper care, these people can maintain a high degree of efficiency and 
lose no more time from work than nondiabetics. Several studies 
have shown creditable performance of diabetics in this respect. 


METHODS OF CONTROL 


Much progress has been made in maintaining satisfactory health 
among the diabetic population of the United States. Almost all cases 
of uncomplicated aonaien an be well controlled by skillful use of 
diet and insulin. Diet is an essential part of treatment in all cases; 
insulin, in addition to diet, is necessary in 50 to 60 percent of cases, 
Thorough education of the patient in diabetic care, and close cooper- 
ation between patient and physician, are major factors in making 
treatment successful. 

Prior to the discovery of insulin in 1922, truly effective methods of 
controlling severe diabetes were lacking and the mortality was high. 
Diabetic children and young adults in most instances lived less than 
a year after the condition developed. The discovery of insulin revolu- 
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tionized the treatment of diabetes and almost abolished mortality in 
the younger age groups. 

Insulin, however, has not uniformly prevented the development of 
degenerative complications in diabetes of long standing. While patient 
education and careful control of diabetes will do much to prevent 
the development of complications, there are as yet no completely ef- 
fective methods for either their prevention or their control. 


RESEARCH IN DIABETES 


Over the years substantial additions have been made to knowledge 
of diabetes. The most significant scientific advance was the discovery 
of insulin by Banting and Best in 1922. Since that time, several modi- 
fications of insulin have been developed which provide more effective 
control of diabetes with less inconvenience to the patient than was 
possible with the original preparations. Whereas formerly 2 to 4 
injections of insulin were necessary each day, a single daily injection 
now suflices in most cases requiring insulin. 

sasic laboratory research and study of patients have contributed 
greatly to practical knowledge of diabetes as well as to understanding 
of the intimate biochemical and physiological details of this c omplex 
condition. It is not possible to review these contributions in any de- 
tail. Several methods have been developed for the experimental pro- 
duction of diabetes in animals, thereby providing a means of studying 
a facsimile of the human disease in the laboratory. This has led to 
better understanding of such things as the metabolism of foodstuffs 
in diabetes, the relationship of diabetes to other endocrine glands, the 
chemistry of hormones and tissues involved in diabetes, the role of 
enzymes in metabolic processes, and so forth. Such basic laboratory 
studies are important and should be continued, even though their ap- 
plication to the care of diabetic patients may not be immediately 
apparent. 

Studies of diabetic patients have been numerous and have con- 
tributed significantly to the control of the disease. These include 
studies of how best to employ diet and insulin; the relation of control 
of the blood and urine sugar to the development of degenerative com- 
plications; the relation of disturbances of fat metabolism to the de- 
velopment of degenerative complications; the chemical composition of 
diseased tissues in diabetics: metabolic abnormalities in diabetic 
acidosis and their correction ; the relation of diabetes and its complica- 
tions to other glands of internal secretion ; the reasons for the high rate 
of fetal wastage when pregnancy occurs in women with diabetes; psy- 
chiatric disturbances in diabetes: the prevalence of diabetes in the 
United States; and methods for its detection: methods for the educa 
tion of diabetic patients in the care of their ailment. 


MAJOR PROBLEMS 


Problems in the field of diabetes which merit emphasis in the future 
include the following: (a) finding the unknown diabetic and bringing 
him under medical care; (6) lay education, including education of 
industry; (¢) education of the medical profession in all aspects of 
diabetes; (d) the cause and prevention of degenerative complications; 
(e) the cause and prevention of fetal wastage in diabetic pregnancies; 
(7) the cause and prevention of diabetes itself. 
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The American Diabetes Association has made certain contributions 
to the understanding and control of diabetes in the United States. If 
the committee so desires, information about the association’s program 
and activities can be brought out in subsequent discussion. 

I would like to thank the committee for the opportunity of present- 
ing this introductory statement. 

The CHamman. Any questions, gentlemen ? 

Mr. Hesevron. Mr. Chairman, there is one question I would like 
to ask. I am sure you W 1] appreciate I ask it 1n all friendliness, but 
I would like to have the record show more information than we do 
have here. 

There is a notation on this chart provided us that the American 
Diabetes Association carries on no pub lice ampaign for contributions 
and does not consider itself a voluntary 4 _ organization, It is, 
therefore, not included in this chart. In 1948 their total funds were 
$91,366, of which $300 were for medical rese ee in 1949 total funds 
were $77,204 with no medical-research funds; in 1950 total funds were 
$42.249 with $1,953 going to medical research; and in 1951 total funds 
were $101,469 with $2.043 going to medical research. 

Standing alone, I would assume that would not be quite understand- 
able. I assume other activities in the nature of education and publica- 
tions awd things like that are undertaken by the association. Are you 
In a position to explain that situation / 

Dr. Spracur. Yes. Mr. Connelly, our executive director, has in- 
cluded comments on those points in his statement of the organization 
of the American Diabetes Association. If you wish he could present 
some of that material now. 

The Cuarrman. Any other question? If not, you may proceed. 


STATEMENT OF J. RICHARD CONNELLY, NEW YORK, N. Y., 
EXECUTIVE DIRECTOR, AMERICAN DIABETES ASSOCIATION 


Mr. Connetzty. Mr. Chairman and members of the committee, I am 
J. Richard Connelly and I am from New York City where I have been 
associated with the American Diabetes Association for over 4 years. I 
am executive director of that organization and I am appearing here on 
its behalf. However, like Dr. Sprague and Dr. Reed, I have not had 
an opportunity to submit my statement to our governing board; 
hence, I would like to request that these remarks be considered 
personal observation and report. 

It has been sugge sted that I briefly review for the committee the 
objectives of our association and perhaps to tell you about some of 
our activities in fulfilling these purposes. 

The American Diabetes Association was organized in 1940 by a 
group of physicians interested in the treatment, clinical investiga- 
tion as will as basic research pertaining to the problem of diabetes. 
It was inco1 pe a that year as a nonprofit organization in the State 
of Ohio and in 1946 the offices were moved to New York. The asso- 
ciation is a silat ul group with a present membership of approxi- 
mately 1,800. Although it has wide interests it is not a voluntary 
health agency and the association is not engaged in public fund rais- 
ing. During the war its activities were primarily limited to pro- 
fessional education. In addition, however, it served a very important 
function as consultant to the Government in diabetes and allied fields. 


~werwe—— 
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Our growth and development have been well defined and orderly, 
and we operate on a “pay as you go basis.’ Contributions in the 
area of diabetes of our groups are not limited to our organizational 
activities per se but our members as individuals contribute greatly to 
the treatment and investigation of diabetes at their university, 
hospital, and other institutional affiliations. 

The purposes of the American Diabetes Association as defined 
the constitution are as follows: 

The objectives of this association are to further the general welfare through 
acquisition and dissemination of useful and accurate knowledge and information 
regarding diabetes mellitus and to undertake in the public interest such 
activities as will improve the physical welfare of persons having that disorder. 

To these ends it is the purpose of the association to promote among physicians 
and others the free exchange of knowledg re with respect to diabetes mellitus; 
to improve the standards of treatment of diabetes mellitus; to promote insofar 
as funds can be obtained, medical research by individuals, hospitals, clinics, 
universities, and other institutions; to educate the public in the early recognition 
of diabetes mellitus and in the importance of medical supervision of its treat 
ment; to distribute accurate information respecting diabetes mellitus to the 
general public by literature, meetings, and other appropriate means; to develop 
educational methods designed to give diabetic patients a better understanding 
of their disease; to take such other measures as will enhance the welfare of 
individuals with diabetes mellitus; and to encourage the formation of subsidiary 
groups which, when designated as acceptable by the council, will cooperate 
actively with the association in its program. 

Briefly the four major objectives are: I. Professional education; 
II. Patient education; III. Public education and case finding; IV. 
Research. 

The committee may be interested in what the association is doing 
to fulfill these purposes. 


I, PROFESSIONAL EDUCATION 


In this phase of its program the association seeks to widen the 
knowledge of diabetes among physicians and to keep them abreast of 
developments in treatment and research. At our annual meeting, 
which now covers a period of 5 days, a day and a half are devoted to 
scientific programs in keeping with that sag Sig Last year in 
Toronto we held our first postgraduate course in diabetes, in which 
the original registration goal was oversubser ‘bed ey 165 percent; the 
second such course is to be held at the Mayo ¢ ‘linie in mid-January 
of 1954. The association’s journal, Diabetes, a p pofdetioan al publica- 
tion for physicians, is in its second year. The association has dis- 
tributed 120,000 copies of its Diabetes Guideboék for the Physician, 
and this book is now being revised. Of the association’s 20 commit- 
tees, at least 7 are devoted exclusively to scientific pursuits, while the 
others are concerned with the broader educational and organizational 
side of the program. A new committee on inquiries has been estab- 
lished to handle requests from physicians for information or advice 
on questions related to diabetes. 


Il. PATIENT EDUCATION 


This is a highly important part of the association’s program, since 
the degree of success in controlling any case of diabetes depends so 
largely on the patient’s own cooperation and adherence to the course 
of medical care prescribed for him. One important instrument in 
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patient education is the association’s magazine for diabetics, the ADA 
Forecast. It is edited for diabetics and much of its content is written 
by diabetics. It thus gives them an opportunity to exchange experi- 
ences. This publication also presents many articles by medical author- 
ities, phrased in laymen’s language, giving sc ientifically sound advice 
to diabetics on their care of themselves. The Forecast is in its sixth 
year of publication. The association also circulates many reprints of 
articles from this magazine, and it is developing a series of pam- 
phlets for patient education. Inquiries from diabetics on_ specific 
questions are answered by competent medical authorities. The asso- 
ciation has cooperated in producing an audiovisual kit for teaching 
diabetics, and it is now investigating a new type of training film. 
thorough medical study of employme nt as related to diabetes has 
been made by a committee and summarized in a report which is avail- 
able in printed form; this also is of great benefit to patients. 


II, PUBLIC EDUCATION AND CASE FINDING 


This year-round program, better known as the Diabetes Detection 
Drive, has as its aim to find as many as possible of the undetected, 
undiagnosed diabetics—estimated on the basis of several pilot studies 
and many screening tests to number at least a million in the United 
States—and to bring them under medical care. The program is high- 
lighted each fall by Diabetes Week, during which period extensive 
publicity campaigns and communitywide testing programs are carried 
on in hundreds of areas throughout the country. The week this year 
is the period November 15 to 21. 

The organization to carry on this educational effort, under direc- 
tion from the American Diabetes Association, includes 34 affiliate 
associations and some 850 committees on diabetes of county and 
State medical societies (the committees have grown in number from 
an original total of 27 in August 1949). In their respective localities 
these groups enlist the help of numerous civic clubs and organiza- 
tions, together with labor, business, and school groups, in organizing 
and conduc ting community educational and testing programs, which 
reach hundreds of thousands of citizens each year. 

For these local campaigns the association provides each year tens 
of thousands of copies of 8 pamphlets outlining organizational meth- 
ods, circulates three-quarters of a million popular educational leaflets 
and 35,000 posters, and provides testing material including reagents 
for about 114 million screenings to determine whether persons ex- 
amined show signs of diabetes. 

All mass media of publicity are used, without cost to the association, 
to center attention on diabetes. Yearly radio presentations include: 
Half-hour programs for all major networks, offered to some 1,300 
stations; many guest appearances by noted entertainers and public 
figures in special programs ; thousands of spot announcements; about 
1,000 transer iptions and 1,500 scripts of programs for local use. Tele- 

vision film spots and motion-picture “trailers” are provided. News- 
papers have been provided with material which has been used widely, 
and assistance has been given in the preparation of magazine articles 
on diabetes—for instance, an article in Life, September 7, entitled 
“The Man Who Beat Diabetes,” and an article to appear in the No- 
vember issue of Woman’s Home Companion. While Diabetes Week 
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receives special emphasis in this educational work, similar activity 
is carried on throughout the year, especially in the schools and in 
industry. 

The association now has in preparation a new exhibit for public 
education on diabetes and has under consideration a new film for 
similar public use. 

In all of this work of education and case finding, the association 
finds the benefits are not limited to the public at large, for the em- 
yhasis on diabetes in public discussion also encourages known dia- 
hetios to return to their physicians and clinics for further medical 
care. Campaigns of this type also stimulate the interest of the medical 
and allied professions in diabetes and its care. 


IV. RESEARCH 


Three research funds designed to widen the knowledge of diabetes 
and its control have been established with the help and direction of the 
association, and we are now endeavoring to obtain money through 
special gifts for these funds, although the association carries on no 
general public money-raising campaigns. The first allocation of 
money has just been made to the committee on research, the chairman 
of which is Dr. Charles H. Best, eminent physiologist, and codis- 
coverer of insulin. 


AFFFILIATE ASSOCIATIONS 


The American Diabetes Association, as a national organization, is 
assisted in fulfilling its objectives by 34 affiliate assoc iations which 
carry out the program locally. All of the affiliates have professional 
groups—or are primarily organized as professional societies. How- 
ever, 17 have lay societies composed of diabetics, their relatives and 
friends and community leaders. Additional lay groups are being 
formed in the other afhliates. We look to our affiliates, of course, to 
carry on our basic program, particularly in the field of professional 
and patient education and some are beginning research programs. One 
of the projects of greatest interest to our affiliates are support of camps 
for diabetic children. fighteen camps were in operation this year 
and we expect to have at jeast 21 next year. Most of the camps are 
activities of affiliates. 

In closing I would like to point out the objectives of our associa- 
tion and the fulfillmenting thereof are all directed toward helping the 
diabetic, both known and unknown. 

It has been a pleasure and honor to have been asked to participate 
in the committee hearings, and I hope that this outline of objectives 
and projects of the American Diabetes Association will be of some 
value to this committee. Thank you for the opportunity of being 
here. 

The CuarrMan. Mr. Connelly, I think the association for whom 
you have spoken is entitled to a great deal of credit. I think that is 
one of the most comprehensive programs that has been presented - 
us by any organization. When I realize that you are doing it as 
private organization, you might say, with no public appeal for fide. 
I am astounded that you could have such an expansive and expanding 
program as you have indicated. I think you are to be highly com- 
mended for the evident worthwhile work that is being done by your 
association. 
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Mr. Connexty. Thank you, sir. 

Mr. Hesevron. Mr. Chairman? 

The Cuarman. Mr. Heselton. 

Mr. Hesevron. I want to heartily second what the chairman has 
said. I am very, very glad that you had that statement to make, 
because it is a complete answer to any question that might have arisen 
from the simple statement as to how much funds went into research. 

I am interested in one detail that I think perhaps might be brought 
out a little more. In connection with summer camps, 1s the idea not 
only to give diabetic children and possibly adults an opportunity to 
get some normal relaxation but also to give them concentrated edu- 
cation and treatment and that sort of thing? 

Mr. Conne.xy. Yes, sir; that is correct. 

Mr. Hesevron. Is that scattered pretty well around the country ? 

Mr. Connetiy. Yes; from New England to California and from 
Seattle to Alabama. 

Mr. Hesevton. Well, certainly you and the officers and the members 
of your association do a magnificent job. 

Mr. Connetty. Thank you. 

Mr. Priest. Mr. Chairman, just in order to make it unanimous, may 
I concur in what you and the gentleman from Massachusetts have said. 
I think that this report is, as you suggested, Mr. Chairman, one of 
the most encouraging we have had and certainly indicates very fine 
organization and “direction of the program on a budget far smaller 
than some of the others. That is not said in any sense to discredit any- 
body else, but simply to say I think you are doing an excellent job in 
many different fields, and I congratulate you on the report you have 
just given us. 

Mr. Connetiy. Thank you, sir. 

The Cuatrman. Dr. Sprague. 

Dr. Spracur. Thank you, gentlemen, for your kind comments. We 
are proud, too, of the work the association is doing, and we are plan- 
ning on keeping it up. 

I would like to call on Dr. John A. Reed at this time if I may, Mr. 
Chairman. 


STATEMENT OF DR. JOHN R. REED, SECRETARY, AMERICAN 
DIABETES ASSOCIATION 


Dr. Reep. Mr. Chairman and members of the committee, I am a 
practicing physician and my name is John A. Reed. I have been in the 
practice of medicine a little over 30 years. I have had a particular 
interest in the subject of diabetes. 

The Cuarran. What is your residence, please ? 

Dr. Rrerep. My residence is in the city of Washington, D. C. 

I am Secretary of the American Diabetes Association, of which Dr. 
Sprague is President. 

I feel that my prepared statement is repetitious and to read it would 
be presuming on the time of this committee. There are, however, just 
one or two little points I would like to bring out for emphasis to the 
committee which Mr. Sprague and Mr. Connelly have already men- 
tioned. 

Dr. Sprague gave you gentlemen first the clinical picture of diabetes ; 
what diabetes is; what are the symptoms of diabetes in the patients ; 
the occurrence of diabetes. I would like to emphasize that while per- 
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sons over 40 are more prone to diabetes, while it is relatively rare in the 
child, while people who are obese are certainly more prone to it than the 
skinny fellow, and while people who have relatives, or, as we say, a 
family history of diabetes, are more prone to it, that no one is neces- 
sarily free from the possibility of acquiring this disease. 

I speak of this disease as a disease simply from the definition of a 
disease as defined by our usual dictionaries. However, I think it 
might be pointed out that some physicians prefer to call it a condition, 
in that it is not comparable to some of the other diseases in that it is 
not infectious. It is not contacted by direct contact one with the 
other. 

I also wish to point out to the group by way of emphasis and repeti- 
tion that Dr. Sprague has given to this committee a clinical picture of 
the symptoms that the patient may present, suggesting the possibility 
of the presence of diabetes. I wish to emphasize that Sales may 
be present and is present to a large extent in individuals without 
symptoms. They have absolutely no symptoms. 

That leads me further, then, to one or two words regarding the 
diabetes-detection program of the American Diabetes Association. I 
have been chairman of that particular activity and project for some 4 
or 5 years now. Many times on insurance examinations, a patient 
may go to his doctor for a physical checkup. The doctor in his routine 
procedures examines the urine of this individual, and he finds out that 
there is sugar in the urine, which may or may not lead to a diagnosis of 
diabetes. He informs the individual that there is sugar there, and 
probably proceeds to conduct further, more elaborate tests to prove 
or disprove the possibility of diabetes being present. 

The individual many times will say to the doctor : 

Doctor, that is absolutely impossible. I cannot have diabetes. I am absolutely 
well. I do not have a symptom. I do not feel badly in any sense. 

I wish to emphasize that this kind of circumstance is the very basis 
of the detection program that the American Diabetes Association is 
sponsoring annually, which Mr. Connelly has ably presented in the 
outline of that program. 

One further feature I would like to emphasize to this committee, 
and you have really prompted these remarks by your very kind words, 
is to say that this diabetes-detection program has been a doctors’ 
program. We have asked every county medical society in the United 
States and every State medical society in the United States to form a 
committee on diabetes. The first year that this detection program 
was established there were something in the neighborhood of 48 coun- 
ties and States all told participating in this endeavor. Today there 
are something over 800 county and State medical societies partici- 
pating in this program, and I might say that the State medical soci- 
eties in their State medical journals have devoted on many occasions 
a full issue of their State journal to the program. Therefore, it is a 
doctors’ program. We believe that it 1s a good program for the 
doctors to continue, in that they are able to make the diagnosis and 
they have really cooperated very splendidly. 

I realize this is repetition to a certain extent, and I do want to 
thank the committee for the opportunity of having the officers of this 
association appear before you and give you such information. If 
there are any questions, I will be very happy to try to answer them 
for you. 
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The Cuairman. Dr. Reed, we certainly appreciate the statement 
you have made. 

If there is any additional information other than the statements 
which you doctors have prepared, I want you to feel free to offer it to 
us to be made a part of the record. We are very anxious that it shall 
be made as complete a record as it is possible to make. In that par- 
ticular, we will give you the utmost freedom in presenting to us such 
material as you may wish to have included in our hearings. 

Mr. Hesevron. Mr. Chairman? 

The Cuarrman. Mr. Heselton. 

Mr. Hesevron. I regret I was called to the tele phone, Dr. Sprague, 
when you were testifying, so 1 may have missed something either you 
or Dr. Reed said on this point. If so we will eliminate it. 

Has it yet been developed that there is anything which is considered 
to be a preventive of diabetes, rather than taking insulin as a treat- 
ment of the disease once it is found? Is there any major substance 
that has been developed ? 

Dr. Spraeve. Insulin neither prevents nor cures diabetes. It helps 
control it. There is no complete preventive of it. It can be prevented 
by carrying out certain measures that have been referred to. 

For example, we know that diabetes runs in a family and is most 
likely to occur in people who are overweight. Therefore, if an indi- 
vidual is overweight and is a member of a diabetic family he may pre- 
vent the development of diabetes by reducing his weight, by following 
the proper diet. 

I think that is the main preventive measure that can be used. 

Mr. Hesevton. Is there any research going on into that field of any 
further preventive measures? 

Dr. Sprague. Yes, there is some research going on. I was going to 
comment on some of that in the remarks about research. 

Mr. Hesevron. I do not want to anticipate what you may be going 
to say. 

The Cuarrman. You may proceed, Doctor. 

Dr. Spracur. I would like to call on Dr. Kurlander, of the United 
States Public Health Service. 


STATEMENT OF DR. ARNOLD B. KURLANDER, ASSISTANT CHIEF OF 
THE DIVISION OF CHRONIC DISEASE AND TUBERCULOSIS, 
PUBLIC HEALTH SERVICE 


Dr. Kurtanper. Mr. Chairman and gentlemen, I am Dr. Arnold B. 
Kurlander, Assistant Chief of the Division of Chronic Disease and 
Tuberculosis of the Public Health Service. Each year the various 
organizational units of the Public Health Service appear before the 
Congress in support of their appropriation requests and, following 
your action on these requests, we do the best we can to carry out your 
mandate. 

We have submitted a prepared statement concerning the activities 
of the Public Health Service to the committee, and we will remain 
here at your pleasure for questioning. 

The Cuarrman. That will be made a part of the record, together 
with the other statements to which I have already referred. 

(The information is as follows: ) 


ied 


HEALTH INQUIRY 537 


DIABETES 


DIABETES MELLITUS 


Like tuberculosis, diabetes mellitus (often called sugar diabetes) is one of 
the oldest diseases known te man. 

Diabetes is a complex metabolic disturbance in which the body does not 
secrete enough insulin to help turn food into energy or store it for future upe, 
In the normal individual, the sugars and starches in his food are changed by 
the digestive juices to a sugar (glucose) which is absorbed into the blood and 
which, with the help of insulin, is used to nourish the body. In the person with 
diabetes, either the body does not produce enough insulin or does not make 
proper use of the insulin that is produced. As a result, unused sugar collects 
in the blood. 

Uncontrolled diabetes may rapidly progress to diabetic coma or fatal acidosis. 
In addition, secondary complications such as coronary thrombosis, disabling 
nerve lesions, arteriosclerotic degenerative disease, kidney disease, gangrene of 
extremity and blindness may result. 

Diabetes is most frequently found in persons over 40 years of age, in those 
who are overweight, or in those who have a history of diabetes in the family. 
Because mild diabetes does not necessarily produce symptoms recognizable to 
the patient, it may be present for some time before it is discovered. Usually the 
disease becomes serious when the diabetic does not know of his condition or 
when, once knowing, he allows the condition to get out of control. 

I. Significance 

A. As a cause of illness or a cause of death—Of the chronic diseases which 
cause death in adults, diabetes is exceeded as a cause of death only by cardio- 
vascular disease and cancer. In 1952, approximately 25,000 persons died as a 
direct result of this disease. Because of our aging population, the prevalence 
of diabetes and deaths therefrom has been increasing steadily. Increased aware- 
ness of the disease and an increasing activity in searching for it, along with the 
introduction of newer forms of insulin has resulted in reductions in recent years 
in the mortality from diabetes in younger age groups. All age groups up to 65 
have shown reductions since 1940. 

It is currently estimated that more than 2 million people in the United States 
have this serious crippling disease, or about 18 out of every 1,000 persons. It is 
likely that the prevalence rate is slowly increasing. Of the 2 million persons 
with diabetes, about 1 million do not know they have the disease. In addition, 
many of these diabetic patients suffer from concomitant conditions because of 
their disease. In 1952, for example, 6 percent of all the persons recorded as 
legally blind in Massachusetts were so recorded because of diabetes mellitus. 
In 9 of the 68 hospitals in the Boston area, 264 diabetics were hospitalized during 
the last 6 months of 1952, nearly all for amputations. 

B. As an economic burden on the Nation in terms of loss of manpower, cost of 
medical care, or other pertinent terms.—lIt is estimated that 368,000 of life-years 
were lost in 1952 owing to premature deaths from diabetes. Of these, over 
100,000 were in the most productive period of life—the ages between 15 and 65. 
Prevention of premature deaths between these ages alone would mean an increase 
in the gross national annual income of more than $150 million (assuming that 
half of the man-years saved would be income producing). 

A significant amount of time is lost to productive effort because of disabling 
conditions due to diabetes. Based on a study of diabetes for 2 to 5 years in 
the eastern health district of Baltimore (193S8—43), it is estimated that diabetics 
are disabled about 15 percent of the time. Applied to the known diabetic popa- 
jation in the United States, this would mean 150,000 man-years lost to productive 
effort each year. In the national health survey, conducted 1935-36, diabetes 
ranked sixth among the chronic diseases in the number of days lost from work 
or other usual activity. 

The proportion of public medical care and public-welfare service given in the 
United States because of diabetes is not known. It is likely, however, that dia- 
betes constitutes a large portion of the medical-care problem in this country. 
One bit of evidence on the cost to the national economy is found in figures from 
the Veterans’ Administration for 1952, which show that in that year over $800,000 
# month was paid to veterans because of diabetes. 

It can be anticipated that the economic burden on the Nation will be an 
increasing one, since the aging of the population should inevitably bring an 
increase in the number of cases of diabetes. 
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C. In terms of financial load imposed on individuals, families, and communi- 
ties.—The average cost of medical care for the diabetic patient is not known. It 
has, however, been estimated that a person with well-controlled diabetes, requir- 
ing only a small daily dosage of insulin, will require a minimum of $13.50 a month 
above his usual living cost for insulin, diet, equipment, and medical care. Applied 
to the estimated 1 million diabetics known in the United States, this indicates 
that over $150 million above usual living costs is required each year by our known 
diabetic population. This does not include costs for hospitalization or expenses 
resulting from other complications. * 

D. How significant is the disease in terms of the disruption of families ?— 
In addition to such major disruptions as frequent hospitalization for crises and 
complications, inability to find employment because of the disease, the great 
difficulty in obtaining life and health insurance, and the susceptibility to pro- 
gressive visual impairment frequently leading to blindness, the diabetic patient is 
restricted to expensive special diets which cannot be based on the low-cost 
carbohydrate foods. 

In more than half the cases of diabetes, insulin must be administered daily. 

The diabetic must follow rigid precautions to avoid insulin shock. 

Psychologically, there is the emotional stress on both the patient and his 
family resulting from the continuing restrictive regime and the apprehension 
created by the unstable prognosis. 

Another disrupting factor in family life is the problem associated with child- 
bearing. Sterility, miscarriage, early fetal death, and stillbirths are significantly 
more common among diabetic women than among nondiabetic women. 


II. What funds does your organization devote to the disease? 


Funds of the Public Health Service devoted to diabetes are allocated from 
three separate appropriations, none of which are specifically identified with the 
disease. The titles of these appropriations are: (1) “Assistance to States, Gen- 
eral,” (2) “Arthritis and Metabolic Disease Activities, PHS,” and (3) “Hospital 
and Medical Care, PHS.” These funds are administered by three organizational 
units of the Public Health Service. 

The three organizational units of the PHS mainly concerned with diabetes 
are the Division of Chronic Disease and Tuberculosis, the National Institute of 
Arthritis and Metabolic Diseases, and the Division of Hospitals. 

The Division of Chronic Disease and Tuberculosis is concerned for the most 
part with the studies of the epidemiology, prevalence, incidence, morbidity, and 
mortality of the disease; investigations of methods and techniques of detection, 
diagnosis, and patient education; the provision of training courses for public 
health professional personnel and the provision of professional consultation to 
State and local health departments regarding public health aspects of diabetes. 

The National Institute of Arthritis and Metabolic Disease is concerned mainly 
with the administration of research grants and the carrying out of intramural 
research directed toward the more basic physiologic and pathologic features of the 
disease. 

The Division of Hospitals provides medical care to those diabetes patients who 
are statutory beneficiaries of the Public Health Service. 

The following table reflects the approximate amount of funds utilized by these 
organizational units of the Public Health Service. 


1951 1952 | 1953 
Division of Chronie Disease and Tuberculosis j $204,720 | $233,425 | $210, 900 
Division of Hospitals = 150, 000+ 150, 0004+- | 150, 000+ 
National Institutes of Health _- : ; 90, 649 123,626 | 144, 769 
WR Shan suk ; : a Le 535, 369 | 507, 051 | 505, 669 


Of the funds appropriated to the PHS little is used directly in public educa- 
tion although there are public-education aspects which occur as the result of 
professional consultation to State and local health departments. 

Diagnostic services, therapy, care, and rehabilitation require the expenditure 
of at least $150,000 annually by the Division of Hospitals. This minimum figure 
does not take into account the outpatient services provided in this Division’s 
hospitals and outpatient offices. 
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Of the total funds made available to diabetes, the following table shows by yes 
the approximate amount allocated to the support of research : 


~ 
— 
QB 


1951 1952 1953 
Total Public Health Service intramural research $263, 769 $215, 251 $208, 969 
Research grants 71, 600 91, 800 96, 700 
Total.__.. eae 335, 369 | 307, 051 305, 669 


Less than 10 percent of all the above funds are used for administration. 
III, Significant recent scientific advances 


1. Increased knowledge of the relationship of the endocrine organs to carbo- 
hydrate metabolism.—Recent investigations have further defined the roles of the 
adrenal glands (cortisone and compound F), the pituitary gland (ACTH and 
growth hormone), and the pancreas (alpha cell hormone) as modifying factors 
in the appearance of diabetes. It is anticipated that present and contemplated 
research in this area will continue to shed more light on the etiology of this 
disease. 

2. Discovery of a method for the assay of insulin in blood.—This method will 
significantly measure insulin in quantities as low as 0.000003 unit. It is antici- 
pated that further investigations utilizing this method will be of considerable 
value in elucidating the cause of this disease. 

3. The development of a strain of mice with hereditary obesity —Valuable 
information on the inheritance of diabetic tendencies has been obtained through 
the experimental use of these animals. 

4. Increased knowledge regarding the natural history of diabetes.—The Public 
Health Service Diabetes Epidemiologic Study was started in the community of 
Oxford, Mass., in 1945. This is a long-range continuing investigation designed 
to accumulate data concerning the incidence of disease, and to study the factors 
relating to the identification of the “prediabetic” state. This study has provided 
the basis for the estimate of diabetes in the United States. 

5. Improved methods for detecting diabetes ——Research into methods and tech- 
niques of detection of diabetes in clinically asymptomatic individuals has resulted 
in the improvement of blood glucose tests. 

The development of rapid, economical blood glucose tests has made possible 
the examination of large numbers of the population in relatively short time 
intervals. Likewise, with modification, they are applicable in the physician’s 
office. The Hewson Clinitron developed under Service auspices permits the 
automatic testing of large numbers of blood specimens and makes possible blood 
examinations in communitywide diabetes surveys. 

Studies have also been carried on by the Service with regard to techniques of 
preserving blood samples. The use of preservatives makes possible the shipment 
and storage of blood without deterioration, and this permits and makes practical 
central laboratory processing of blood specimens collected in case-finding surveys. 

Studies have been and are being carried on to evaluate the relative efficiency 
of urine tests, blood glucose tests, and glucose tolerance tests. 

6. Improved methods of patient education utilizing audiovisual materials.— 
The patient plays an important role in the treatment of diabetes. It is essential 
that he be well versed in diabetes. He must be trained to recognize symptoms of 
diabetic acidosis and insulin shock, know how to self-administer insulin, be able 
to follow his diet and carry out proper care of his feet. It has been estimated 
that each patient needs at least 10 hours of instruction about these things. 
Studies in this field have resulted in the development of the kit, Taking Care of 
Diabetes. Cooperatively produced by the American Diabetes Association, the 
American Dietetic Association, and the Public Health Service, the kit contains 
film strips, recordings, posters, and patient booklets for use by physicians and 
other professional personnel in the individual and group education of diabetic 
patients, 

7. Development of a simplified and standardized diet system.—Developed by 
the same group that produced the educational kit, six food exchange lists are 
used in teaching the patient how to plan his meals and how to provide for variety 
in his diet. This method frees the diabetic from the onerous task of food weigh- 
ing and permits him some freedom with safety in his diet. 

8. Improvement of insulin.—-Modified forms of insulin have been developed 
which allow for a more even utilization throughout the day and night. 
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IV. Within the total research field related to the disease area, in what line of 
research has your organization been particularly interested? 

In the Public Health Service, research in diabetes is conducted primarily by 
two organizational units: The Division of Chronic Disease and Tuberculosis and 
the National Institute of Metabolic Diseases and Arthritis. 

The Division of Chronic Disease and Tuberculosis is conducting research deal- 
ing mainly with the epidemiology, prevalence, incidence, and mortality of dia- 
betes. Methods and techniques of detection and diagnosis are developed and 
evaluated. Methods and techniques of patient education are investigated. In 
addition, demonstrations and pilot studies are carried out as to methods of 
operating community diabetes programs. These are important operational or 
administrative types of research and involve studies of logistics of supply, record 
systems, and followup patterns. 

The Division cooperatively maintains a complete diabetes clinic and clinical 
laboratory at the Boston City Hospital. This arrangement provides a number 
of patients and blood specimens so as to permit laboratory tests, diagnostic 
procedures, and subjects for the evaluation of educational materials. In addi- 
tion, studies in epidemiology, detection, and community programs are carried 
out in cooperation with State and local health departments, 

As a result of these approaches, advances have occurred in the knowledge 
of the natural history of diabetes, improved methods for detecting diabetes, 
improved methods of patient education, and improved diet systems. These 
topics have been more amply described in the preceding section. 

The research activities of the National Institute of Arthritis and Metabolic 
Diseases are carried on through the administration of research grants and the 
conducting of intramural research. 

Grant-supported research in diabetes includes studies of dietary, endocrine, 
and pharmacological agents in their effect on the development, prevention, and 
treatment of experimental diabetes, studies of the various degenerative compli- 
cations of diabetes (including the development of cataracts, renal lesions), 
and the factors which influence these complications, investigations of cortisone 
diabetes and alloxan-induced experimental diabetes, studies of the action of 
insulin and factors which influence its secretion, and studies of methods for the 
early detection of diabetes. 

Two of the many outstanding discoveries in the grant-supported area have 
been the demonstration that the growth hormone secreted by the pituitary gland 
is related to the development of diabetes. The development of a strain of mice 
with hereditary obesity has produced important information on the inheritance 
of diabetic tendencies, 

Intramural research in the National Institute of Arthritis and Metabolic 
Diseases is concerned with the difficulty of controlling diabetes with insulin 
in some patients, the hyperglycemic factor, the influence of diet on ketosis 
(diabetic acidosis), the measurement of small amounts of insulin in blood, the 
relationship between the central nervous system and the control of the level of 
blood sugar, and the metabolism of sugar in the body in both health and disease, 

One of the outstanding accomplishments of this research has been the devising 
of a method for the assay of insulin in blood. 

Clinical studies on diabetes are not yet fully under way. The next clinical 
branch to be activated at the Institute is clinical endocrinology. When this 
is done, research will be greatly augmented. 


V. What appear to be the major unknowns which must be discovered before the 
disease can be better controlled? 


1. Determination of etiological factors in diabetes and its complications.— 
Diabetes may be precipitated or forecast by things and events of which we yet 
know little. These must be sought out. For example, recently it has been shown 
that in some women pregnancy is such a stress that tests employed during preg- 
nancy may forecast the later development of diabetes in the mother and future 
trouble for the child. The exact etiology of diabetes and its complications has 
not been determined. The relationship between good control of diabetes and 
prevention of complications remains to be more certainly fixed. What constitutes 
control good enough to prevent complications is to be determined. Many of the 
complications of diabetes, particularly those associated with atherosclerosis, 
appear to be disorders of fat metabolism. The etiology of and necessary 
preventive measures for diabetic retinitis are also fields for study. 

The varying degrees of response to therapy among diabetics, in addition to 
other factors, has led to the strong suspicion that more than one etiological 
factor may be involved. Through the elucidation of those factors, there is 
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an increased probability of more precise methods of prevention, diagnosis, and 
management. Good control, attained through proper patient education, is the 
most important present measure in preventing complications. Low-fat diets and 
lipotropic agents remain possible means of preventing some of the chronic 
complications. 

2. Many mild diabetics are missed by ordinary detection methods.—Intensive 
studies into the various methods of detecting diabetes need to be made. The 
types of tests to be used, the levels considered to be positive, the best time for 
performing tests—all should be further evaluated in terms of cases of diabetes 
which are missed and in terms of nondiabetics considered positive in detection 
programs. Currently used methods of detection and diagnosis are confusing in a 
significant number of borderline cases. The glucose tolerance test currently 
in use is often inadequate for the purpose of precise diagnosis. 

3. Evaluation of therapy.—Controlled studies must be carried out in various 
parts of the country among patients under various kinds of management in order 
to arrive at best methods of treatment. 

4. The reactions and attitudes of diabetic patients.—The psychological factors 
preventing patients from accepting and controlling their diabetes, together with 
the patient’s motivation in managing his illness, must be determined in order to 
achieve more effective control of diabetes through education of patients. 





CONCLUSION 

Despite the fact that the etiology of diabetes is not completely known, suf 
ficient scientific advances have been made to warrant immediate and substantial 
increase in public health efforts directed to the control of the disease. A sig 
nificant one of these is early casefinding of the disease which should result in 
reduction of complications and premature death from the disease. 

The Cratrman. Any further witnesses, Doctor? 

Dr. Spracun. I would like to call on Dr. Hugh L. C. Wilkerson of 
the United States Public Health Service. 


STATEMENT OF DR. HUGH L. C. WILKERSON, CHIEF OF THE 
DIABETES SECTION OF THE DIVISION OF CHRONIC DISEASE AND 
TUBERCULOSIS, PUBLIC HEALTH SERVICE 


Dr. Wiixerson. Mr. Chairman and members of the committee, 
my name is Hugh L. C. Wilkerson. I am Chief of the Diabetes 
Section of the Division of Chronic Disease and Tuberculosis of the 
Department of Health, Education, and Welfare. 

As Chief of the Diabetes Section, which actually had its origin in 
the latter part of 1945, it has been the object of those associated and 
assigned to our work to supplement and implement the work of the 
physicians in the American Diabetes Association and in the Ameri- 
can Medical Association in their attempt to meet the problem of an 
improved control of diabetes mellitus. 

The CuatrmMan. Off the record. 

(Discussion off the record. ) 

The Cuarrman. We do appreciate the attendance of you people 
here today and the patience you have shown in waiting until this late 
hour to deliver your statements. 

Mr. Hesetron (acting chairman). You may proceed, Doctor. 

Dr. Witxerson. The work which has been done by the Diabetes 
Section has been covered in the statement which has been presented to 
the committee, as Dr. Kurlander has said. I would be happy and 
honored to attempt to answer any questions which you may have with 
regard to specifics of that program. 

Mr. Hesevron. Let me see if I understand. You say that the state- 
ment Dr. Kurlander has filed is what you wish to have in the record ? 

Dr. Wirxerson. Yes, sir. 
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Mr. Heserton. You have no separate statement yourself? 

Dr. Witxerson. No, sir; I have no prepared statement other than 
that. 

Mr. Heserton. That statement, of course, is a part of the record and, 
as the chairman said, if there is anything further you want to place in 
the record I am sure the committee would be happy to have it. 

Are there any questions ? : 

Mr. Priest. Mr. Chairman, I have just one or two questions. 

Through the Department of Health, Education, and Welfare do 
you make grants-in-aid for research studies in diabetes ? 

Dr. Wirxerson. No, sir; not under our Division. 

Mr. Priest. Under your Division you do not? 

Dr. Wixxerson. I think that someone else might answer that ques- 
tion, possibly the National Institutes of Health. 

Dr. Kurnanper. Mr. Chairman, the National Institutes of Health 
through the National Institute of Arthritis and Metabolic Diseases 
does have a program of research grants. 

Mr. Priest. I am acquainted with that. I just wanted to be sure 
that was the one I had in mind. It is made through the Institute of 
Arthritis and Metabolic Diseases. 

Dr. Kurtanper. That is correct, sir. 

Mr. Priest. Thank you. That gives me the information I wanted, 
Mr. Chairman. 

Mr. Hesevron. Do you have further testimony, Doctor? 

Dr. Spracur. I would like to conclude, if I may, with a few remarks 
about research in diabetes. 

Mr. Hesetton. We would be happy to have you do so. 

Dr. Sprague. My remarks will be brief. 

Diabetes has excited the imagination of laboratory and clinical 
investigators for many years. I shall not attempt to review the his- 
tory of research in diabetes, except to point out a few of the land- 
marks in the development of our present understanding of the con- 
dition. 

In 1878 two German investigators, Von Mering and Minkowski, 
discovered that diabetes could be produced experimentally in dogs 
by removing the pancreas. This led to a succession of attempts to 
prepare an extract of pancreas which would control diabetes when 
injected into animals or humans. However, it was not until 
1922 that the Canadian investigators, Banting and Best, suc- 
ceeded in preparing an active extract, which they called insulin. In 
the meantime, in the absence of insulin, a variety of attempts had been 
made to control the condition of dietary methods, including semi- 
starvation. These methods were sometimes successful in cases of mild 
diabetes, but met with uniform failure in severe cases, such as occur 
in children and young adults. As has already been indicated, the 
discovery of insulin changed the picture completely. 

Since the great discovery of insulin by Banting and Best in 1922, 
research in diabetes has not stood still. On the contrary, there has 
been a steady succession of advances of major or minor importance. 
Several modifications of insulin have been developed which provide 
more effective control of severe diabetes with considerably less in- 
convenience to the patient. The patient with severe diabetes requires 
a constant supply of insulin from sources outside his body throughout 
the 24 hours of each day. Thus, it was necessary to take from 2 to 4 
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doses of the earlier preparations of insulin each day. If the neces- 
sary insulin was not supplied, acid poisoning (acidosis) and coma 
might result. The newer modifications of insulin which have been 
developed since 1936 have effects which are tailored to meet the needs 
of most severe diabetics when administered as a single dose each day. 

Clinical studies of diabetic patients have been numerous and varied 
and have resulfed in significant additions to our understanding of the 
condition. Thus, carefully controlled studies have shown how to use 
diet, insulin, and exercise most effectively in the control of diabetes. 
The degenerative complications of diabetes are the subject of an in- 
creasing number of studies, including studies of the relation of con- 
trol of the blood and urine sugar to their development, the role of 
disturbances of fat metabolism, the chemical composition of diseased 
tissues, and so forth. Metabolic abnormalities in diabetic acidosis and 
methods for their correction have been elucidated in recent years. 
Studies of the relation of diabetes to the several glands of internal 
secretion, particularly the anterior pituitary and adrenal cortex, 
have yielded interesting information. The reasons for the high rate 
of fetal wastage have excited much interest and things have been 
learned which can be supplied or applied to the practical handling of 
this problem. Finally, studies of the prevalence of diabetes in the 
United States, methods for its detection, and methods for the educa- 
tion of diabetic patients in the care of their ailment have all received 
attention. 

Basic laboratory research has contributed to the gradual accumula- 
tion of knowledge of diabetes. Such basic laboratory studies are im- 
portant and should be encouraged, even though their application to 
problems of human diabetes may not be immediately apparent. Thus, 
several methods for the experimental production of diabetes in ani- 
mals have been developed, thereby providing an animal facsimile of 
the human disease in the laboratory. This has led to better under- 
standing of several aspects of diabetes, including the metabolism of 
foodstuffs, the role of other endocrine glands, nature of the action of 
insulin, the chemistry of hormones and tissues, the role of enzymes in 
metabolic processes, and so forth. 

As I have already pointed out, such laboratory studies are im- 
portant and should be encouraged even though their application to 
problems of human diabetes may not be immediately apparent. 

I might say that it is in connection with experimental production of 
diabetes in animals that certain methods have been studied for pre- 
vention of the development of diabetes—that is, the prevention of the 
development of diabetes under circumstances which ordinarily lead to 
its development in animals. For example, it has been shown that the 
administration of insulin to animals before they develop diabetes on 
to a variety of experimental causes, will sometimes prevent the devel- 
opment of diabetes. None of these methods of prevention have had 
yet any application to human diabetes, however. 

So, the main problems apparent today in diabetes which call ies 
further study and research, in my opinion, can be summarized ¢ 
follows: 

(1) Methods of diabetes detection, so that the unknown diabetic 
may be found and brought to medical care. 

(2) The cause and prevention of the degenerative complications. 
This is one of the major problems in the field of diabetes. 
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(3) Methods for improving the control of severe diabetes. A small 
percentage of all diabetics cannot by present methods be kept under 
satisfactory control in spite of the most effective use of present-day 
methods of treatment. 

(4) The cause and prevention of fetal wastage in diabetic preg- 
nancies. 

(5) The cause and prevention of diabetes itself. 

Thank you. 

Mr. Heserron (acting chairman). Does that complete your testi- 
mony, Doctor? 

Dr. Spracur. Yes; that completes our testimony. We shall be 
glad to try to answer any questions. 

Mr. Priest. Mr. Chairman, I have one question which I would like 
to ask. 

Mr. Hesevron. Mr. Priest. 

Mr. Priest. Doctor, you referred to one of the objectives still for 
research as a further study of degenerative complications. Just 
briefly indicate the nature of those degenerative complications. Is 
this a degeneration of vital organs of the body ? 

Dr. Spracur. Yes, sir. The degenerative complications of dia- 
betes are several: Premature hardening of the arteries (arterio- 
sclerosis) ; premature or abnormal disease of the kidneys; and a 
condition that affects the eyes which sometimes leads to blindness. 
Those are some of the principal complications. 

Mr. Priest. I believe that is all, Mr. Chairman. 

Mr. Heseron. I note that the Division of Chronic Diseases has 
what is described as a complete laboratory for diabetes at the Boston 
City Hospital. Is that the only laboratory so operated by the 
Division ? 

Dr. Kurtanper. Yes, sir, that is, and Dr. Wilkerson could give you 
the complete explanation. 

Mr. Hesetton. And, then, again, I notice that the Public Health 
Service’s diabetes epidemiological studies started in the community 
of Oxford, Mass., in 1945. Has that produced any significant results ? 

Dr. Kurianper. I believe so and Dr. Wilkerson, who originated 
the study, can give you the details on that. 

Mr. Hesetron. I wonder if you would supply some sort of brief 
statement as to what progress has been made, which can be made a 
part of the record ? 

Dr. Wiixerson. Yes, sir. I shall try to be brief, and you may ask 
me for further elaboration. 

In 1946 there was no diabetes-detection program. Following a 
study of prevalence in the small town of Oxford, Mass., a conclusion 
was reached that from 1.4 to 1.7 percent of the population in that 
town had diabetes, approximately one-half of which had been known 
and the other half had not been known to the people who had it. 

Studies following that confirmed the finding of the studies in Massa- 
chusetts; in Florida; Milwaukee; Dallas, Tex.; California and other 
places. 

The laboratory work connected with these studies in Massachusetts 
was done at first in quarters at the Harvard School of Medicine. 
Currently, studies on the followup of these detection programs in 
Massachusetts—the laboratory aspects of these studies—are carried 
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out in our laboratories at the Boston City Hospital, where we are also 
doing cooperative studies in patient education media for obtaining 
improved methods of presentation to pé atients. 

At the present time we are planning and actually beginning to 
operate a rather intensive study of detection and diagnostic metheds, 
including such things as the differences in the normal person—the 
prediabetic person—and the “frank” diabetic person so far as mass 
application through oral and intravenous tolerance tests are concerned, 
instead of doing blood sugar tests and doing urine sugar tests in the 
early discovery of the disease. 

Mr. Hesevton. Thank you, Doctor. 

I have one final question. In connection with your experimental 
work in treating animals with insulin prior to the development of 
diabetes, have any side effects developed in terms of using this on a 
person without diabetes or without any known disease ? 

Dr. Spracue. It has to be used with care, because it does produce a 
marked lowering of the blood sugar, and if that is extreme, it can 
produce symptoms. 

Mr. Heserttron. As the chairman said, if there is anything further 
you wish to submit—any supplementary information—the committee 
would welcome it. 

I know I need not say anything in addition to what the chairman 
said in his remarks in regard to the excellent work that all of you 
ere doing. We appreciate | your kindness and patience in coming down 
here. We realize it was a considerable inconvenience to you, but you 
have given us the benefit of very concise, very helpful statements, and 
I want to add this: Perhaps all of you are not familiar with the pro- 
cedure in committee work. We wish more of our colleagues could 
have remained throughout the day, but they have to make other en- 
gagements and have to meet them. However, as you know, the full 
record, as the chairman said, is being built and will be available for 

2ach member of the committee, as well as the full staff. I can assure 
you of that, and I know my colleagues join with me in this expression, 
that even though they are not able to be physically present, they are 
very conscientious Congressmen and the 3 will know what you have 
said and know of your recommendations. 

If you have anything else which you want to present in addition 
to what you have here already presented, we shall be glad to have it, 
as well as any legislative recommendations which you might have and 
any comments which you might have in regard to adequate appropria- 
tions. Thank you. 

The committee will stand adjourned until 10 a. m., Thursday, 
October 8, 1953. 

(Thereupon, the committee adjourned at 6 p. m. to meet again at 
10 a. m., Thursday, October 8, 1953.) 
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AFTERNOON SESSION 


(The committee reconvened at 2 p. m., pursuant to recess.) 

The Cuarrman. The committee will come to order. 

Tuberculosis, the disease under discussion before this committee this 
afternoon, is an ancient foe of mankind. 

From this discussion we expect to obtain information on the current 
status of our knowledge of this disease and how we are applying this 
knowledge in our control programs throughout the country. 

We hope to gain some concept of the magnitude of the tuberculosis 
problem from its medical, social, and economic aspects. We shall dis- 
cuss the cost of this disease in terms of vital human and economic 
resources. 

We expect to gain some idea of recent scientific advances in the field 
of tuberculosis treatment and consider their implications for control 
of the disease. 

We should like to hear opinions regarding what is needed to solve 
the problems which remain. Suggestions w ill also be welcome on any 
legislative measures which will assist us in our program to eliminate 
this wasteful disease. 

In short, we would like to know why a contagious disease like tuber- 
culosis is still a major health problem when some other contagious 
diseases have almost disappeared. 

We have invited a group of distinguished scientists, doctors, and lay- 
men to act as witnesses and to discuss the question freely and com- 
pletely. The seminar pattern will again be followed because it has been 
so successful in previous sessions of these hearings. 

At this point I would like to have the agenda and the list of wit- 
nesses entered into the record. 

(The material referred to follows: ) 


PRopoSED AGENDA FOR WOLVERTON COMMITTEE HEARING ON TUBERCULOSIS 


I, Purpose of hearing: Representative Charles Wolverton, chairman, Commit- 
tee on Interstate and Foreign Commerce. 
II. Opening statement: Dr. Esmond R. Long. 
III. Discussion by invited witnesses, led by Dr. Long: 
Points to be covered in discussion by witnesses: 
The disease—what it is, duration: The cause, contagion 
Extent of disease: 
Who has it, age, sex, race, geography 
Numbers of persons diseased, dying 
Relative to other diseases 
Costs of the disease: 
Expenditures for treatment, etc. 
Social and economic losses 
Knowledge of the disease and its control through— 
Prevention 
Case finding 
Isolation and treatment 
Rehabilitation 
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[1I. Discussion by invited witnesses, led by Dr. Long—Continued 
Points to be covered in discussion by witnesses—Continued 
Agencies, National, State, and local for tuberculosis work: 


Tuberculosis associations: 
Organization, relationship 
Program 


Financing 
Governmental health departments, hospitals 
Programs 
Relationships 
Financing 
Joint efforts 
Features of programs, results, achievements, and problems 
Control: 
Education, public, professional, patient 
Prevention, specific, general 
Case finding 
Case treatment and supervision: 
Hospital 
Home 
Rehabilitation 
Research 
The bacillus causing disease 
The tissue and organ involved 
The person 
Who is ill 
Who is exposed but healthy 
The diagnosis and treatment 
The transmission of the bacillus 
The spread of disease in the community 
Control operations 
Next steps and recommendations 
PARTICIPANTS 
Dr. Esmond R. Long, director, Henry Phipps Institute, Philadelphia, Pa. 
Dr. James E. Perkins, managing director, National Tuberculosis Association, 
Mr. William E. Leahy, director, National Tuberculosis Association 
Mr. Edward Funkhouser, executive secretary, District of Columbia Tuberculosis 

Association 
Dr. John LB. Barnwell, Chief, Tuberculosis Division, Department of Medicine 

and Surgery, Veterans Administration, and member, executive committee, 

National Tuberculosis Association, Washington, D. C, 

Dr. Leonard A. Karel, Microbiological Institute, United States Public Health 

Service 

The CHatrman. I understand the discussion leader is to be Dr. 
Esmond R. Long, director of medical research of the National Tuber- 
culosis Association and director of Philadelphia’s famed Henry 
Phipps Institute for the Study, Treatment and Prevention of Tuber- 
culosis. 

I earnestly hope that the discussion will provide this committee 
with suflicient information to develop a clear understanding of the 
achievements in tuberculosis control and of the remaining problem 
areas with possible solutions. 

Dr. Long, before you initiate the discussion, I should appreciate 
it if the invited witnesses would stand and introduce themselves so 
that they will be known to the recorder and to the members of the 
committee. 

I should like to have you give something of your background and 
experience as you introduce yourselves. If modesty prevents you 
from making as full a statement as we would like for the record, then 
I suggest that the moderator take up where your modesty begins 
and give the complete story. 

Dr. Long, you may proceed in your own way. 


A 
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STATEMENT OF DR. ESMOND R. LONG, DIRECTOR, HENRY PHIPPS 
INSTITUTE, PHILADELPHIA, PA. 


Dr. Lone. Perhaps, Mr. Chairman, for the benefit of the 2 or 3 
who just came in I should reidentify myself. 

Iam Dr. Esmond R. Long, director of medical research of the Na- 
tional Tuberculosis Association and director of the Henry Phipps 
Institute of the University of Pennsylvania, which is an institution 
for tuberculosis research. 

I have been interested myself in tuberculosis research, and more 
lately in administration. 

I should like to call next on Dr. Perkins to identify himself. 

Dr. Perkins. I am Dr. James E. Perkins, managing director of 
the National Tuberculosis Association; and formerly ‘deputy com- 
missioner of the New York State Department of Health. 

Dr. Lone. Dr. Anderson? 

Dr. Anpverson. I am Dr. Robert Anderson, Chief of the Division 
of Chronic Disease and Tuberculosis of the Public Health Service, 
Department of Health, Education, and Welfare. 

I have been in public health administration and tuberculosis-con- 
trol work since 1940 in places and States ranging from Philadelphia 
to California. 

Dr. Lone. Dr. Karel? 

Dr. Karen. 1 am Dr. Leonard Karel, Chief of the extramural pro- 
gram, National Microbiological Institute, Public Health Service, De- 
partment of Health, Education, and Welfare. 

I have for the past 21% years been in charge of the extramural pro- 
gram for the Microbiological Institute; and for 3 years prior to that 
have been associated with the National Institutes of Health’s Division 
of Research Grants and Fellowships. 

Dr. Lone. We can ask him questions on some of the finances. 

Dr. Stocklen / 

Dr. Srockien. Dr. Joseph B. Stocklen, director of tuberculosis con- 
trol for Cuyahoga County, Cleveland, Ohio. I have been in this 
work since 1933. 

Dr. Lone. Mr. Leahy ? 

Mr. Leany. lam William E. Leahy, a director in both the national 
and local tuberculosis associations. Presently I am the chairman of 
the seal sales drive, and I have been for the past 3 years. 

Dr. Lone. Mr. Funkhouser ? 

Mr. Funxuouser. Edward Funkhouser. I am the executive secre- 
tary of the local District of Columbia Tuberculosis Association. I 
have been in tuberculosis work since 1923. 

Dr. Lone. Dr. Barnwell ? 

Dr. Barnwewi. I am Dr. John B. Barnwell, Director of the Tu- 
berculosis Service of the Veterans’ Administration Central Office. I 
was formerly associate professor of medicine of the University of 
Michigan, and physician in charge of the tuberculosis unit. 

Dr. Lone. Dr. Towey ? 

Dr. Tower. Iam Dr. John Towey, superintendent of the oe Crest 
Sanatorium at Powers, Mich. I am also director of the National 
Tuberculosis Association. I have been in tuberculosis work since 


1920. 








552 HEALTH INQUIRY 


Dr. Lone. Mr. Chairman, on behalf of the witnesses who have just 
identified themselves I would like to say that we are very grateful 
for this opportunity to present the picture of tuberculosis in the 
country today. 

In accordance with the schedule and the plan I shall open our 
remarks with a discussion of 15 or 20 minutes in the effort to give a 
broad picture of the disease and the problems in its control. After 
that I trust we will have quite free discussion. We cannot tell in 
advance just what you want to know, and I hope that you will be 
quite free in your questions and take advantage of such talent as 
we have here so that we can answer the problems in your own minds. 

I would say first, Mr. Chairman, that time is, I am sure, going to 
be short for such a large subject, and that two statements have been 
submitted to members of the committee. One is by the National Tu- 
berculosis Association and one is by the Division of Chronic Disease 
and Tuberculosis of the Public Health Service. I would appreciate 
it, Mr. Chairman, if these two statements can be entered in the record. 

The Cuamman. The statements will be made a part of the record. 

Dr. Lone. Thank you, sir. 

(The information is as follows:) 


STATEMENT BY THE NATIONAL TUBERCULOSIS ASSOCIATION 
I. HOW SIGNIFICANT IS THE DISEASE 


In spite of recent medical advances and improved control methods, tuberculosis 
remains the most important communicable-disease problem in the United States. 
In 1950, the last year for which final figures are available from the National Office 
of Vital Statistics, approximately 34,000 persons died of tuberculosis in the 
United States. The average age at death was 48 in 1950, so that tuberculosis is a 
very costly and crippling disease for men and women in their most productive 
years. 

In evaluating the significance of tuberculosis we must keep in mind the essential 
facts that tuberculosis is a communicable disease, transmitted from an infectious 
person to a well person; it seldom presents recognizable symptoms in the early 
stages so that it is difficult to make an early diagnosis and isolate the patient 
before he has transmitted the disease to others; it is an overwhelmingly ex- 
pensive disease to the individual, the family, and the Government: and although 
new treatment methods have been found to be highly effective. persons who have 
or have had tuberculosis must face the fact that it is still not possible to “cure” 
tuberculosis so quickly and with the same degree of certainty as is true of an 
acute disease such as pneumonia and he must accept the fact that a second or 
even a third bout with tuberculosis frequently occurs. 

At the present time, an estimated 400,000 cases of active tuberculosis exist in 
the United States. When we consider, in addition, the 800,000 inactive cases, 
estimated on the basis of experience in case-finding programs, we can state that 
1,200,000 persons need some medical supervision for active or inactive tubercu- 
losis. Not all of the 400,000 active cases are known to health departments. Ap- 
proximately 250,000 of these 400,000 patients have been officially reported to 
health departments, while the remaining group of 150,000 patients includes those 
who have never been diagnosed, as well as those under medical supervision 
whose cases have not been officially reported. 

Existing information obtained from various State departments of health in- 
dicates that 40,000 sputum-positive patients, though known to health departments, 
are not hospitalized. Another 75,000 patients with active disease, though known 
to health departments, have not had recent medical examinations. These two 
groups as well as the 150,000 persons with active disease not known to health 
officials are undoubtedly spreading disease. Thus, about 250,000 Americans are 
in a position to spread tuberculosis to others. 

The number of new cases of tuberculosis reported to health departments has 
declined slightly in recent years but the decline in cases is not nearly so great 
as it has been for deaths. Provisional reports compiled by the Division of 
Chronic Disease and Tuberculosis of the Public Health Service show that approxi- 
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mately 110,000 new cases were reported in continental United States during the 
calendar year 1952. Nearly 86,000 or 78 percent of the new cases were listed as 
active and probably active cases—persons who may, or who have already trans- 
mitted tuberculosis to others. 

Unlike certain other communicable diseases such as smallpox or typhoid fever, 
there is as yet no thoroughly reliable vaccine against tuberculosis. Control in 
tuberculosis must, therefore, rest largely on early discovery of the active cases, 
isolation and treatment of the infected persons, and maintenance of healthful 
living standards to keep resistance to this disease as high as possible. 

Discovery of tuberculosis at the earliest possible time has been an essential 
part of the official and voluntary agency program for tuberculosis control. The 
Division of Chronic Disease and Tuberculosis of the Public Health Service, 
State and local health departments, and tuberculosis associations have coop- 
erated in making possible mass surveys of apparently healthy individuals to 
find previously unsuspected tuberculosis. During the period that the Public 
Health Service mass-survey program was in operation in metropolitan areas 
with 100,000 population or more (1947-53) 8 million X-rays were taken. Asa 
result, 56,000 cases of tuberculosis were found, 90 percent of which were previ- 
ously unknown. More than 10,000,000 adults have been X-rayed by all sources 
annually each of the 7 years from 1946-52, inclusive. 

The routine X-ray admissions of all patients and of all hospital personnel in 
the Veterans’ Administration now total 900,000 X-rays each year. Analysis of 
the program shows a decreasing incidence of newly discovered tuberculosis cases 
among hospital personnel, a fact strongly suggesting that early discovery of 
tuberculosis in the patients has notably cut down on-the-job exposure of per- 
sonnel to tuberculosis infection. In addition the Veterans’ Administration re- 
ceives from the armed services an average of about 125 men with tuberculosis 
each month, this in spite of the preventive measures utilized by the armed 
services. 

The National Tuberculosis Association views with regret the decision of the 
83d Congress to eliminate the vitally essential X-ray program of the Public 
Health Service. These surveys enabled a metropolitan area at a minimum of 
investment to obtain maximum results in the discovery of cases of tuberculosis. 
The program can never be efficiently duplicated by either States or cities since 
the capital investment needed for equipment and personnel would be most im- 
practical, due to the fact that after use for a period of 4 to 9 months, the equip- 
ment is not needed until 4 or 5 vears later. 

While tremendous amounts of money have been spent on case finding, much 
larger amounts have been spent on treatment. It is essential that the benefits 
of medical treatment which now has so much to offer to patients be made avail- 
able to all those who need it. Because of the extended time required for treat- 
ment of tuberculosis as well as the expensive surgical and other therapeutic 
procedures involved, the cost of tuberculosis is prohibitive for the great majority 
of individuals. It has been estimated that a case of tuberculosis costs about 
$15,000. This figure includes the cost of medical care, compensation, loss of 
wages, and pensions and relief payments to the patient’s family. If the patient’s 
productive capacity and the potential future earning power of those who suc- 
cumb are considered, the cost may run as high as $30,000. The estimated annual 
cost for medical care for tuberculosis is $300,000,000. If to this are added all 
other expenditures for tuberculosis including compensation of tuberculous vet- 
erans, this figure is doubled or a total of about $600,000,000. 

In the last 5 years, the program for tuberculous veterans has cost the Federal 
Government $1,128,552,000. Only 30 percent of this amount was spent on hos- 
pitalization. About 64 percent was paid out directly in the form of compen- 
sation and pensions. The cost of care and interment of veterans plus pensions 
paid to the dependents of veterans who died from tuberculosis during the past 
5 years was $157,269,000 or 14 percent of the total amount spent. The amount 
spent for the care and interment of the veteran victims of tuberculosis has 
been greater than the amount spent for research or in the training of personnel. 
A further cost is death-insurance payments to families of the veteran. This 
eost and these deaths have all occurred since a time begun 1 year after the 
introduction of specific chemotherapeutic treatment. 

Even beyond this, a study made in 1943 estimated that the loss of wages in 
that 1 year by those who were ill of tuberculosis was nearly $200 million. The 
potential loss of goods and services which might have been produced in that 
year was $350 million. There is, in addition, a potential loss in the net future 
earnings of those who died in 1943 which came to more than $200 million. With 
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adjustments made for the increased cost of living, fuller employment, higher 
wages, etc., this figure would, of course, be even higher now 

While the potential loss in wages, in production, and in net future earnings 
incurred by those persons who died or are incapacitated by tuberculosis are 
referred to as the so-called hidden costs of the disease, there are others which 
cannot even be estimated. Unfortunately, it is impossible to determine accu- 
rately how much is expended from public-assistance funds because of tuber- 
culosis. Pertinent to the total evaluation of the problem, but difficult to ascertain, 
is the number of instances a family has become dependent because the father 
has tuberculosis or in how many cases of general asSistance tuberculosis is 
responsible for the financial need. Tuberculosis brings additional problems, 
however, which cannot be measured in dollars and cents—“hidden costs” should 
include as well the emotional and social loss because of dependency; the place- 
ment of children outside their own homes when it is the mother who is ill; the 
difficulty in keeping a family together because of the social, economic, and 
physical stresses of tubercnlosis. And it is important to keep in mind the 
fact that the problem of tuberculosis is not confined to the individual or his 
family. Because of its communicability, the community is inevitably involved. 


Il, WHAT FUNDS DOES YOUR ORGANIZATION DEVOTE TO THE DISEASE? 


The National Tuberculosis Association, together with its State and local 
associations, is one of the oldest of the voluntary health agencies. With an 
association in every State as well as in Alaska, Hawaii, Guam, and Puerto Rico, 
and some 3,000 local associations, hundreds of thousands of persons are involved 

n the organization as members, board directors, and staff. The medical sec- 
tion, the American Trudeau Society, has a membership of over 5,000 physicians. 
This movement is supported, almost in its entirety, through the sale of Christmas 
seals bearing the registered trademark of the double-barred cross 

The pattern of organization and administration which was developed from 
the very beginning was aimed at interesting and involving as many persons 
as possible through understanding their local needs and stimulating local action 
and programs. Education of the public has always been and still is the basic 
approach and goal of the voluntary health agency. For this reason, 94 percent 
of the money which is raised by the tuberculosis association stays within the 
State while only 6 percent, at least one-sixth of which is earmarked for research, 
is sent to the national office which serves in an advisory and consultative 
capacity to State and local associations. The national office also assists its 
affiliated associations by producing health-education materials (motion-picture 
films, exhibits, pamphlets, etc.) for their use. It maintains close and constant 
contact with official Federal agencies concerned with tuberculosis control, such 
as the Division of Chronic Disease and Tuberculosis of the Public Health 
Service, the Office of Vital Statistics, the Office of Vocational Rehabilitation, 
the National Institutes of Health, the Office of Education, the Veterans’ Admin- 
istration, and others. 

The State and local associations follow the pattern set by NTA in working 
closely with health departments and other agencies in developing tuberculosis- 
control programs. During the fiscal year ended March 31, 1952, all State and 
local associations spent slightly over $20 million for the following activities: 








Amount Percent 

Health education $6. 468. 506 39 
Case finding 4, 057, 613 yA} 
Seal sale 3, 027, 608 15 
Services of generalized and specialized tuberculosis workers and operating ex- 

penses 2, 068, 372 10 
Clinics and services to patients 1, 414, 493 7 
Rebabilitation and social work 1, 191, 269 | 6 
Organizing new and improving programs of local tuberculosis associations 855, 041 4 
Other tuberculosis activities 667, 140 3 
Nontuberculosis activities (heart, socia] hygiene, ete. 462, 584 2 
Unspecified 16. 696 1 

Total expenses 20, 229, 322 


Voluntary tuberculosis associations have always tried to use the funds raised 
through the sale of Christmas seals as effectively as possible. The item of 
greatest expense, namely education, is a reflection of the philosophy and ap- 








~ 
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proach of the voluntary health agency. Because tuberculosis is a communicable 
disease and because of the magnitude of the tuberculosis control problem, this 
area of public health has been accepted as largely a responsibility of the official 
health agencies. Tuberculosis associations have made an effective contribution 
through their educational programs to bring about an understanding of the 
disease on the part of the public and to its responsibility to obtain adequate 
support for the programs of health departments and tuberculosis hospitals. The 
educational programs of tuberculosis associations are also aimed at maintain- 
ing good health throughout the community since nonspecific factors such as 
nutrition, housing, hygiene, etc., are important preventive factors in the tubereu- 
losis problem. 

During the fiscal year ended March 31, 1952, tuberculosis associations also 
spent slightly over $4 million, or one-fifth of the total amount expended for 
all activities, on case finding. These funds were used to assist and promote 
health department programs to find unknown cases of tuberculosis. Because 
the cost of direct service or care of tuberculosis patients is prohibitive for any 
but tax-supported agencies (the annual cost of medical care alone being $300 
million), voluntary health agencies have attempted to use their funds to supple 
ment official agency programs and to demonstrate to the public the need for 
additional programs and services. Comparison of the cost of finding a case 
($700-$750 per active case found by survey of the general adult population) 
with the total direct cost of a case ($15,000) indicates why tuberculosis as- 
sociations have chosen that aspect of tuberculosis control rather than any other 
for a major program expenditure. 

Although modern treatment methods offer much greater hope to tuberculosis 
patients than ever before, the search continues for even better drugs for the 
treatment of this disease. We are continuing our search for a better vaccine 
About $300,000 of the amount received annually by the NTA is allocated to 
research, These funds are used to provide tuberculosis research grants to 
medical schools and other research institutions throughout the country and 
to provide fellowships for research scientists in these institutions. Although 
this sum seems small compared with amount spent on research by voluntary 
agencies interested, for example, in cancer and heart disease, it must be kept 
in mind that in tuberculosis, we are dealing with a specific disease caused by 
a known specific germ. Application of the knowledge we now have would 
eradicate tuberculosis. However, further additions to our knowledge of the 
medical and social aspects of tuberculosis will, it is hoped, make it possible 
for all agencies concerned with tuberculosis control to progress even faster 
toward our goal of eradication of this completely unnecessary disease. Con- 
tinuing adequate support for programs of both voluntary and official agencies 
will enable us to take the vigorous action which is necessary now to eliminate 
tuberculosis from the list of important communicable diseases as we have elim- 
inated typhoid fever, diphtheria, and smallpox. 


III. WHAT HAVE BEEN THE MOST SIGNIFICANT RECENT SCIENTIFIC ADVANCES IN THE 
FIELD? 


In recent years the treatment of tuberculosis has been enormously improved 
by the introduction of new drugs and the use of new principles in thoracic 
surgery. ‘The three most effective drugs are streptomycin, isoniazid, and para- 
aminosalicylic acid. Combinations of these drugs have been found particularly 
valuable. Surgery of the lung, once a very difficult procedure, has become safe 
and effective, thanks to improved surgical technic, the availability of the new 
drugs, and modern anesthesia. The most spectacular advance has been in the 
excision of diseased tissue. Before the new drugs were available this was a 
dangerous procedure. 

Drug treatment and surgery have been aided by noteworthy laboratory ad- 
vances. Bacteriological studies, for example, have brought to light the most 
effective combinations of drugs, and have led te practical methods for preventing 
the development of resistance of the germs of tuberculosis to the drugs used 
against them. Physiological studies, in turn, on the working capacity of the 
lungs, have enabled surgeons to determine safe limits in operating for tuberen- 
losis, and to estimate the degree of functional impairment caused by loss of 
lung tissue. 

Diagnostic aids, including better X-ray equipment and other testing materials, 
have become available, and the differential diagnosis between tuberculosis rnd 
certain similar diseases has been greatly improved. 
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Vaccination against tuberculosis with a vaccine of recognized, if limited value, 
which was developed some years ago, has been extended, and studies directed 
toward a better vaccine are under way. At the same time exact studies have 
thrown new light on the natural resistance of the human body to tuberculosis, 
and the factors that may modify it favorably or unfavorably. 

All of this is resulting in a diversified and increasingly effective attack on 
tuberculosis. 


IV. WITHIN THE TOTAL RESEARCH FIELD RELATED TO THE DISEASE AREA IN WHAT LINE 
OF RESEARCH HAS YOUR ORGANIZATION BEEN PARTICULARLY INTERESTED? WHAT 
ADVANCES HAVE OCCURRED AS A RESULT OF THIS AID? 


The NTA is supporting about 35 separate research projects in the several 
special fields of bacteriology, pathology, chemistry, physiology, therapy, and 
epidemiology. The following are among the particularly significant studies: Life 
processes and hereditary factors of the germ of tuberculosis and the manner in 
which it develops resistance to drugs employed to counteract it; the nature of 
resistance which the body displays to the germ and the manner in which it may 
be enhanced; the mechanism by which the germ of tuberculosis destroys the 
tissues of the body ; the function of the lung, as determined by exact physiological 
methods, in health and disease; the drug treatment of tuberculosis in children ; 
the manner in which tuberculosis spreads in specific exposed population groups, 
like nurses ; and factors influencing the diagnosis of infection. 

As a result of these studies a great deal has been added to our knowledge of 
the growth of the tuberculosis germ and factors that make it susceptible to the 
action of drugs. Information has been gained on reasons for the variability in 
resistance of man and animals to tuberculosis and the part that heredity, race, age, 
and sex play in that resistance. In this connection much has been learned about 
the role of hormones, like cortisone, in resistance and susceptibility. A pure 
tuberculin, i. e., the specific skin-testing material for diagnosis, has been devel- 
oped, which has been adopted by the World Health Organization as an inter- 
national standard. Changes in the functional capacity of the lung as a result of 
tuberculosis itself and of surgical procedures in which part of the lung is re- 
moved, have been well defined. Certain pitfalls in diagnosis have been discovered, 
which make the distinction from other chronic diseases resembling tuberculosis 
more precise. 


Vv. WHAT APPEAR TO BE THE MAJOR UNKNOWNS WHICH MUST BE DISCOVERED BEFORE 
THE DISEASE CAN BE CONTROLLED? ARE FUNDS, FACILITIES, AND MANPOWER AVAII- 
ABLE FOR THE NEXT STAGES OF RESEARCH ? 


Problems of vital importance remain in each of the fields mentioned. One of 
the most significant of all is the exact reason for virulence of the germ of tuber- 
culosis, i. e., for its capacity to invade and destroy tissue. Hither coincidentally 
or for some unknown inherent reason there is some relation in this respect with 
the phenomenon of resistance to antituberculosis drugs. 

The need for further study of development of resistance to drugs was brought 
out by experience in veterans’ hospitals where the earliest and most thorough 
evaluations of the effectiveness of streptomycin and PAS in tuberculosis were 
conducted. Of the 14,250 tuberculous veterans occupying beds in Veterans’ 
Administration hospitals on January 31, 1952, 2,280 had been continuously hospi- 
talized for more than 2 years, 570 continuously for more than 5 years, and 142 
for more than 15 years. This condition exists 6 years after the introduction of 
streptomycin and 2 years after prolonged combined therapy of streptomycin 
with PAS was adopted. A year and a half later in 1953, one VA hospital reported 
that one-half of its tuberculosis patients have gone through and resisted all 
modern drug treatment and are now dependent on treatment methods practiced 
before 1945. Much work is under way and much remains to be done to settle 
this problem. 

The exact mechanism by which the most serious lesion of tuberculosis, the 
cavity in the lung, is produced, is not yet known. Good leads are at hand, but 
methods for following them out to the end desired have not yet been developed. 

Satisfactory tests are still to be developed for determining when tuberculous 
disease in a given case is active or inactive. Decision as to activity or inactivity 
governs such factors as use of surgery to eradicate persisting lesions, continu- 
ation or not of drug therapy, capacity of the patient to work, and determination 
of degree of disability. 
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A superior vaccine is much needed. Relatively simple methods of vaccination 
have been thoroughly explored, with moderately good results. New methods and 
more complicated technics may yield better vaccinating materials. 

Further research is needed on the means by which tuberculosis spreads from 
man to man, i. e., on favorable and unfavorable environments for contagion, and 
particularly on methods for protecting against transmission of the germs of the 
disease through the air, which will be as effective as modern methods for preven- 
tion of transmission of diseases through water. 

These are only a few of the unsolved problems. Funds in sufficient amount are 
not available, nor are adequate facilities at hand in many institutions which have 
capable personnel. The number of well qualified investigators is small. Funds 
are needed both for attack on pressing problems by the most modern methods, 
and for the training of qualified young men and women who can be interested 
in the study and control of tuberculosis in the future. 


STATEMENT OF Dr. ROBERT ANDERSON, CHIEF, DIVISION OF CHRONIC DISEASE AND 
TUBERCULOSIS, PuBLIC HEALTH SERVICE 


I. SIGNIFICANCE 


Tuberculosis is one of the oldest diseases known to man. It is a communicable 
disease—one which is passed on from the sick to the well—and although we 
have known its cause for over 70 years, it cannot yet be said to be completely 
under control anywhere in the world. 

Tuberculosis is a leading cause of death among the communicable diseases. 
There is neither an absolute method of immunization against it nor a specifie 
and thoroughly effective cure. It is characterized by insidious onset, frequent 
lack of symptoms, long duration, slow and unpredictable response to treatment, 
and numerous episodes during which the patient seems suddenly to get better 
or worse for no apparent reason. It is, too, a disease which is characterized 
by relapses, and which may result in permanent disability. 

The following are the known causative factors in tuberculosis: 

1. Specific cause.—In humans, two strains of the tubercle bacillus (the human 
and the bovine) are responsible for infection and disease. Under natural 
conditions, pulmonary infection by the human strain is almost always caused 
by the inhalation of tubercle bacilli discharged from the respiratory tract of a 
tuberculous person. Infection by the bovine strain may result from the drinking 
of infected milk from tuberculous cattle. Bovine infection has become rare 
under the continued pressure of the eradication of tuberculous cattle by agricul- 
tural groups and the pasteurization of milk obtained through health-department 
efforts. 

2. Precipitating causes.—Excessive and usually prolonged physical and emo- 
tional strain seem to precipitate the onset of tuberculosis. 

3. Predisposing causes.—The influence of nonspecific factors, such as malnu- 
trition, fatigue, overcrowding, low economic status, poor personal hygiene, and 
silicosis, seems well-established. Tuberculosis morbity and mortality rates 
are higher in certain racial groups and heredity may be a predisposing factor. 
The toll of TB 

Tuberculosis is a costly disease—to a patient and his family, to the commu- 
nity, and to the Nation. Whether we view it from the standpoint of the past 
or any recent period, there can be no doubt that, in terms of lives lost, of the 
disaster and dislocation which it imposes on its victims, and of the burden which 
it thrusts upon society generally, it has been and is one of the costliest diseases 
of mankind. 

No estimate can be made of the total toll of lives which TB has taken since 
man first began to record its lethal effects. In the last 50 years alone, during 
which organized efforts have been made to stem its tide, more than 5 million 
Americans have died as the result of tuberculosis. Yet, despite the stubborn- 
ness of the disease, organized control efforts since 1904 have been richly re- 
warded, year by year, by steadily decreasing TB death rates and steadily dimin- 
ishing numbers of deaths. In the 13 years between 1940 and 1952, deaths from 
TB in this country fell 59 percent, from approximately 60,500 to 25,000, and 
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the death rate reached the alltime low of about 16 per 100,000 population, 
according to provisional figures for 1952. 

We are, in short, succeeding well in the saving of lives from tuberculosis, 
a record which we have achieved through the rapid application of new knowledge 
regarding diagnosis and treatment. Our progress is not as rapid in preventing 
the occurrence of the disease. The number of cases of TB in this country, 
although it appears to have fallen slightly during recent years, continues at a 
high level. In all, there are about 1,200,000 Americans—8 out of every 1,000 
of us—who have the disease in some form—and less than half are known. Of 
the 400,000 active cases of tuberculosis about 250,000 persons are known, but 
an additional 150,000 are as yet unidentified. These 400,000 active cases are 
actual or potential spreaders of the disease without proper medical and public- 
health supervision. Furthermore, there are 800,000 Americans with inactive 
tuberculosis who can at any time become active again, and thus who are capable 
of spreading infection unless they, too, are discovered and under reasonable 
supervision by physicians. 

In summary, the number of persons who now have tuberculosis in this country 
is as follows: 


Known | Undiscovered 
otal tuberculosis | tuberculosis 

cases | cases 
Act tuberculosis 490, 000 250, 000 150, 000 
Inacti tuberculosis 800. 000 250, 000 550. 000 
Total 5 1, 200, 000 500, C00 | 700, 000 


In recent years, the total number of new cases of tuberculosis reported to 
health departments has not changed by much from year to year. The number 
of new cases known to be developing each year continues to remain at about 
110,000, according to health-department records of newly reported cases. Since 
it is known that many cases go unrecognized and unreported, this is considered to 
be a minimum statement of new tuberculosis in our population. 

In tuberculosis, primary prevention is possible—even in the absence of a 
proved, thoroughly effective immunizing agent—through the identification, isola- 
tion, and treatment of persons with active disease. In a disease which is pre- 
ventable, therefore, such large numbers as 25,000 deaths (1,200 of them among 
children under 15 years of age), 110,000 new cases each year, and a total of 1.2 
million cases represents a toll which is both enormous and unnecessary. This 
is given further emphasis by the fact that tuberculosis is still among the 10 lead- 
ing causes of death, and the fact that it continues to cause more deaths than all 
other infective and parasitic diseases combined. 


The dollar cost of TB 


It is difficult to give precisely the total annual dollar cost of TB. Its implica- 
tions are widespread and its burden is dispersed throughout a community. It 
can be said that the cost of dealing with TB—for the individual family within 
which it strikes, and for the community which must cope with its damaging 
effects—is staggering. In terms of lost national production alone, TB’s toll in 
1952 amounted to about $500 million. (In that year, approximately 250,000 
Americans of working age were unable to work because of active TB—more 
than the total labor force of the crude-oil and natural-gas industries in the 
United States.) The loss to the Nation which resulted from the premature 
deaths due to TB in 1952, moreover, is estimated at about $1 billion worth of 
future production. 

These, however, are the indirect costs of TB. The more direct costs—those 
which are cash outlays by agencies in every community of our Nation and by 
the Federal Government—are estimated at a minimum of $620 million for the 
year 1952. Of this total the Federal Government expended more than $300 
million. More than one-half of the $620 million went toward the hospitalization 
of tuberculous patients. 

An estimate of the financial burden which TB places upon a family would be 
unrealistic and misleading, since very few families can by themselves bear the 
cost of the disease, and since most of the direct costs are actually borne by the 
community. However, by taking into account the total value of TB expenditures 
in the United States, the value of production lost annually because of tuberculous 
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illness, the annual loss of future potential earnings, and the number of new, 
active cases in the United States, we can estimate roughly that each new case 
of TB costs the Nation a total of some $30,000 in both direct and indirect costs. 

Such indexes cannot reflect the serious distress and dislocation which ar 
suddenly imposed on a family when TB strikes one of its members—particularly 
if the victim of the disease is the breadwinner or the mother of dependent 
children. Case histories can depict these effects 


The long-continued period of medical care almost invariably involved in tuber- 
culosis drains accumulated savings from most patients and famili In addi 
tion to the financial problems, families carry a heavy burden in terms of I 
psychological need for the person who is ill and away from home. There is also 
the burden of financial readjustiments, lowered standards of living, assul 
of the wage earner’s role by somebody else, interrupte d schooling, and prooting 


of children. 
TB costs in the i (ture 

The newer methods of TB treatment are daily yielding sizeable lifesaving 
dividends. Hence, from the standpoint of mortality, it is possible to forecast a 
steadily diminishing toll for the disease. 

It is encouraging that we can expect a decline in the number of new cases— 
but a decline less immediate and less rapid. Thus the dollar costs of TB will 
continue high for some time to come. Two things can speed this decline: 
(1) The development of an immunizing agent as effective for TB as Jenner’s 
vaccine has been for smallpox; or (2) the discovery of rapidly effective treat- 
ments such as those now used for pneumonia or venereal disease. We have real 
hope for the eradication of TB through the intensification of current efforts 
and programs which aim to identify all persons with the disease, to isolate and 
treat all of them with active disease and to restore as many as possible to health 
ful and productive living. 

That community costs will continue at a high rate is anticipated in view of the 
following problems, which are but a few’of those still confronting the organized 
control movement. Until they are resolved, such problems will delay the elimina 
tion of TB as a public-health problem : 

1. There is a shortage of TB hospital beds. Fewer than 120,000 TB patients 
are in hospitals, and conservative estimates indicate that facilities for at least 
50,000 more are urgently needed. About 40,000 known, active cases who have 
positive sputum are now at home and in a position to spread their disease to 
their families and friends. Moreover, there are at least twice as many more 
with active TB who are also at home, and in need of hospitalization or therapy 
of some kind. 

2. In most places, local health services are inadequate to the requirements of 
TB control, in terms of both facilities and personnel. Hence, case finding, diag- 
nosis, and case reporting and supervision are deficient in many ways. For ex- 
ample, only one-fourth of all newly discovered cases are found in the early 
stages of the disease. Most cases are still discovered in the advanced stages, 
when treatment is lengthier, more difficult, and more expensive, and when serious 
disability is more likely to result. 

Indeed, one-fourth of all persons dying of TB are never reported as living 
cases of the disease. The public health cannot be properly protected while this 
number of persons with TB remains undetected. Moreover, these sick people re 
ceive no care and supervision for TB. The all-important requirement of case 
supervision is deficient as well, as evidenced by the fact that at least one-third 
of the known cases at home have not had X-rays or clinical examinations for 
at least 12 months, 

3. Economic means tests and residence requirements are, in many places 
serious barriers to hospital admission. These barriers threaten the public 
health through perpetuation of tuberculosis infection. The effects of residency 
regulations in particular have been brought into sharp focus by the problems of 
“wetbacks,” displaced persons, migratory laborers, and a generally mobile 
population. 

4. Little assistance is given to most TB patients and their families in dealing 
with the social and emotional problems which the disease imposes on them. 
These problems cause TB patients to refuse to accept medical advice regarding 
treatment and hospitalization, and to leave the hospital against medical advice. 
Until help is given these patients in meeting these problems, they, too, threaten 
the public health. 
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5. TB is especially prevalent in mental and penal institutions, where control 
efforts have been meager. TB not only flourishes within these institutions but 
spreads from them to surrounding communities. 

6. As long as there are unrecognized cases of TB among us, organized efforts 
cannot be relaxed. Case-finding activities will therefore need to continue at an 
active rate, and, even, in those areas where the TB control picture is now bright, 
constant surveillance will need to be maintained against possible resurgence 
of the problem. 


Il, FUNDS 


The national tuberculosis campaign is the summation of the efforts of National, 
State, and local health departments, tuberculosis associations, professional 
societies, and hospital groups—each performing its special functions and joining 
its effort to those of the other agencies to produce the most effective tuberculosis 
program possible. In this, the Public Health Service performs and supports a 
number of tuberculosis services and activities of importance in the research and 
control efforts of the Nation against the disease. These are carried out by 
several of the organizational units of the Service and are supported by several 
appropriation items for distinct functions of the Public Health Service. These 
are set forth as follows: 


Grants-in-aid to the States 

Grants-in-aid are used in the States to operate X-ray programs and diagnostic 
and treatment clinics ; to furnish public-health nursing services to patients with 
tuberculosis and to their contacts; to provide medical-social casework for clinic 
and hospital tuberculosis patients in clinics and hospitals; to provide laboratory 
services to physicians, hospitals, and clinics; and to conduct the case supervision 
necessary for a disease which is both chronic and contagious, as well as for 
epidemiology and case-reporting activities. Much of the money is expended in 
case-finding activities ; the next greatest amounts are spent for clinics, for labor- 
atories, for statistics, nursing, health education, and training. During fiscal 
year 1954, $4,275,000 has been allocated to the States for tuberculosis control 
activities. 

The principal determining factor in the distribution of the grants is the extent 
of the tuberculosis problem. Consideration is also given to the program plans 
to meet it. The States spend for tuberculosis many times over the amount of 
Federal aid; $200 million are spent by the States for hospitalization alone. 

For the last 4 years, grants-in-aid to the States have been as follows: 


1951 (actual) __... $6, 350, 000 
1952 (actual) achat’ canta ntehiaacind... a ae 
1953 (actual) - é 5 no. shochuod 5, 300, 000 
1954 (appropriated ) ate sal ~ 4,275, 000 


The grant-in-aid program helps to support many State and local activities for 
the control of tuberculosis. The kind and amount of basic services to which 
the grants contribute are illustrated in: 

1. 3,200 diagnostic and treatment clinics in 1952 for 1,600,000 patient visits. 

2. SOO X-ray units for mass case finding. 

3. X-ray campaigns reaching 14 million people. 

4. Training in TB for more than 300 State and local health department people 
in 1952. 

5. Sputum examinations for more than 250,000 patients. 

6. Cultures of sputum specimens to determine appropriateness of streptomycin. 
7. 1,500,000 public-health nursing visits for patients at home and contacts of 


cases. 
The Alaska grant 


Tuberculosis constitutes Alaska’s most urgent health problem. It causes 
1 out of every 5 deaths. In 1950 it was still the first cause of death in the Terri- 
tory. In recognition of the magnitude of the problem there is a special health 
grant for Alaska. The estimated portion of the grant for tuberculosis in fiscal 
year 1952 was $150,000; in fiscal year 1953, it was $65,000; and in fiscal year 
1954, it was $91,000. 

The things of special interest in the Alaska tuberculosis program are the 
X-ray programs conducted by the mobile marine X-ray units, the air-transport 
units, the railway and highway units. A vaccination program was conducted 
among the native groups with high tuberculosis rates. 
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Direct operations 
Public Health Service funds for direct operations in tuberculosis support sev- 
eral kinds of programs directed toward solution of the problems outlined above 


Professional and technical assistance 

Professional and technical services are provided by the Public Health Service 
to the States and through the States to local governments on all aspects of tu- 
berculosis control. These activities for which $680,000 has been obligated in 
fiscal year 1954 include demonstrations in new or improved methods of case 
finding, case followup, and clinic operation and include as well the training of 
professional personnel. In earlier years, substantial sums were devoted to a 
service program in which the Public Health Service gave direct aid to large 
metropolitan areas in the conduct of communitywide chest X-ray surveys. The 
Public Health Service thus took X-rays of nearly 8 million persons in 25 of 
our largest communities uncovering 60,000 cases of tuberculosis in this coopera- 
tive program. 

In addition to aid in providing these services, applied research is done on a 
cooperative basis with non-Federal research organizations, institutions and 
investigators. The work, currently financed at a level of $875,000 per year, is 
directed toward problems of (@) primary prevention (chiefly through the evalu- 
ation of BCG vaccination); (>) early diagnosis; (c) the manner and extent 
of the spread of TB; (d) the course of the disease; and (e) treatment tech- 
niques, particularly in the field of chemotherapy. The cooperative approach in 
studies of this sort promotes maximum economy of operation and the greatest 
possible productivity of the work itself. 

These technical assistance and applied research programs are administered 
by the Division of Chronic Disease and Tuberculosis. Funds for administration 
represent less than 10 percent of the operating budget, and include program di- 
rection. 

Little of the Public Health Service’s resources are used for direct services 
in public education. The National Tuberculosis Association has been actively 
engaged in public education since 1904, and its effective work in this field permits 
the Federal effort in the TB field to be directed toward areas where private 
efforts have to be supplemented. Public Health Service participation in public 
education is limited to consultation and assistance to National, State, and local 
groups. Aid to professional education, on the other hand, is provided by both 
the Public Health Service and the National Tuberculosis Association, since 
neither has had resources adequate to do the total job 

The only medical care, therapy, and rehabilitation of tuberculous patients 
provided by the Public Health Service is given to Service beneficiaries in Service 
hospitals. In 1952, the cost of caring for these patients, including diagnostic 
and rehabilitation services, was approximately $2 million. 

TB hospital construction 

Through the mechanism provided in the Hospital Survey and Construction Act 
(Hill-Burton Act), the Public Health Service, acting in conjunction with State 
hospital planning commissions, provides part of the cost of construction in order 
to encourage and aid needed expansion in local hospital facilities. In fiscal year 
1952, $5,044,331 of Federal money were expended under this act on additions, 
improvements, and new construction for the care of persons with tuberculosis. 


Quarantine of TB cases 

The Public Health Service is charged with the responsibility of medically exam- 
ining aliens at United States consulates abroad, at ports of arrival, and at border 
crossings in order to prevent persons with tuberculosis, with mental conditions, 
and with other dangerous or contagious diseases from entering this country. In 
recent years tuberculosis has been the most important single problem confronting 
the Division of Foreign Quarantine, the organization in charge of this and all 
quarantine activities. It is estimated that, out of a total of $8 million appro- 
priated in 1953 for all foreign quarantine activities, about $400,000 was spent in 
attempting to prevent persons with tuberculosis from entering the country. Ap- 
proximately the same amount was spent in fiscal year 1952 for this activity. 

In 1952, among the more than 1,800,000 people examined, over 5,000 persons 
with tuberculosis were refused entry. All but 600 of these were found among 
128,000 persons examined in the displaced-persons program. 

Medical examinations of the agricultural workers recruited from Mexico for 
the farm-placement program have been wisely required by Congress. The Public 
Health Service has conducted the examinations. Necessary personnel and X-ray 
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equipment have been sent to the five border points to screen these workers for 
tuberculosis. During fiscal years 1952 and 1953, 255,000 workers were X-rayed in 
this program; more than 3,300 of them were rejected because of tuberculosis. 


Research grants and intramural research 

Research grants, including those for tuberculosis, have been made since 1947. 
Those now receiving support from the Public Health Service have, in the agere- 
gate, received aid amounting to $1,445,893. Furthermore, from 1947 through 1951, 
the National Institutes of Health furnished some $200,000 worth of streptomycin 
and PAS to therapy evaluation studies in TB. Presently antibiotics are furnished 
by the Division of Chronic Disease and Tuberculosis to coordinate clinical studies 
in which this Division has participated. 

In the intramural research program the Institute of Microbiology of the Public 
Health Service is investigating various vaccines for tuberculosis—particularly 
irradiated vaccine—and studying some of the factors which might determine 
why tuberculosis develops more commonly in certain areas of the lungs and per- 
forming epidemiological research in the field. This intramural research program 
has been operating with about $80,000 annually. 

In the research-grants program 29 separate investigators in almost aS many 
separate places are performing various types of research into various aspects of 
the tuberculosis problem. The sites of the experimentation, though mostly in uni- 
versities, also include hospitals, medical research centers, and, in one instance, a 
whole community. About half of the current research projects are being sup- 
ported at the level of $10,000 or less; only 5 of the projects are scheduled to receive 
more than $20,000, and over the past 3 years about $350,000 has been required to 
support approved projects. 

The subjects of the research are very diverse. They include investigation into 
the chemistry of the tubercle bacillus and of the sites of tuberculosis and the 
structure and metabolism of the tubercle bacillus, the influence of diet on tuber- 
culosis, the influence of heredity and environment on susceptibility studies to 
further our knowledge about tuberculosis in children, and studies of already 
known preventive and therapeutic agents as well as investigations in search of 
new ones. 

Some other areas of interest, as indicated by pending project applications 
for TB research, are: the usefulness of some of the new antigens in conferring 
immunity to TB, the sharpening of diagnostic techniques, and investigation into 
the mechanism of tuberculosis. 


Ill. SIGNIFICANT SCIENTIFIC ADVANCES 


The most significant scientific advances in recent years and currently used 
in tuberculosis work may be summarized as follows: 

(1) The discovery and development of the new antimicrobial drugs: strepto- 
mycin, isoniazid, and para-aminosalicylic acid (PAS). These drugs increase 
the promise of ultimate victory over TB. These drugs are effective in reducing 
the fatality rates, in making many more patients less contagious, providing a 
more uniform and simple therapy applicable to more patients. One of their 
values is that they both prepare the TB patient for new surgical procedures and 
assure the success of such operations. 

(2) The development and improvement of surgical techniques for the removal, 
with relative safety, of tuberculosis lung tissue. These procedures, together 
with the newly discovered methods of drug therapy, give promise of shortening 
the usually protracted period of treatment, and arresting the progress of many 
cases of TB which heretofore have had to be considered hopeless. These surgical 
procedures have become a safe and promising type of therapy, with surgical 
mortality reduced to a level of perhaps some 3 percent. 

(38) The development and application of chest X-ray surveys as a method 
of case finding suitable for use among large, apparently healthy, population 
groups has made it possible for us to broaden our search for the hidden cases 
of tuberculosis, which have often escaped detection through routine case-finding 
means. This case-finding technique was made possible by the development earlier 
of high-speed small film X-ray equipment. 

(4) The improvement and refinement of bacteriological culture techniques 
and the tuberculin-testing procedure for use in the diagnosis of TB; in addition, 
the broadening of knowledge regarding the X-ray appearance of early tuber- 
culosis lesions and their significance in diagnosis. The value of these develop- 
ments lies in the fact that they make it possible for us to find TB earlier and 
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to diagnose it more accurately, to the advantage of both the patient and the 
community. 

(5) The evaluation of treatment techniques through a coordinated clinical 
approach. ‘Through this method, in which private investigators throughout the 
United States operate under a common protocol and pool their findings, we are 
arriving at more precise and earlier answers for the evaluation of streptomycin, 
isoniazid, and PAS sin which the Public Health Service is participating). 


IV. PUBLIC HEALTH SERVICE RESEARCH ACTIVITIES AND ADVANCES 


The Public Health Service has been interested in, and active in, many lines 
of research. For the most part, these research activities have been conducted in 
cooperation with outside organizations, institutions, and research foundations, 
and through the provision of research grants to private investigators. The 
major areas of Public Health Service research interest are as follows: 

(1) Because of the discovery of streptomycin, isoniazid, and para-amino- 
salicylic acid, therapy evaluation has been given major emphasis. In a study 
of streptomycin a significant contribution was made to the entire field of therapy 
evaluation through the development of the new and highly productive clinical 
approach to the task of controlled investigation. This procedure has become 
the basic pattern for all work done by the Public Health Service in this vital 
field, and, since March 1952, has been used in a large-scale investigation of 
isoniazid for the treatment of tuberculosis. In this study, 22 cooperating hos- 
pitals are furnishing comparative data on 1,500 patients. In addition, a number 
of independent investigators are also working on the problem. The study has 
demonstrated in little more than a year that isoniazid used alone is as useful 
as streptomycin; and isoniazid used with streptomycin is more effective than 
streptomycin and para-aminosalicylic acid (the best combination available prior 
to the advent of isoniazid). Work in this vital field is going forward with 
continuing evaluations of various drug regimens involving streptomycin, PAS, 
and isoniazid. Special attention is also being given to the apparent success which 
can be had through the use of these drugs in miliary and meningeal tuberculosis— 
the two forms that most often strike at children. 

(2) Because an effective immunizing agent could overnight reduce the TB 
problem in this country to the proportions of smallpox as a public-health prob- 
lem, the Public Health Service has since 1946 been actively engaged in the evalua- 
tion of BCG vaccine and in the search for other vaccines that may have merit. 
The long-range evaluation of BCG began with a cooperative study among Amer- 
ican Indians, and has since been extended to include the populations of several 
communities, including Columbus, Ga., and Puerto Rico, the inmates of several 
large mental and penal institutions, and the students of medical and nursing 
schools. In 1953, the Public Health Service in cooperation with the Public 
Health Research Institute of New York City, Inc., began a 2-year study of the 
relationship between immunity to TB and tuberculin allergy inducted in guinea 
pigs by BCG vaccination. At the present time, too, other vaccination materials 
are undergoing investigation, including an irradiated vaccine which, unlike BCG, 
contains no living tuberculosis organisms. The development of this irradiated 
vaccine was furthered by the Public Health Service. 

(8) In order to provide a more valuable and precise tool for the differential 
diagnosis of TB, major attention has been given to the problems of refining and 
standardizing tuberculin testing procedures. This work, which has included 
skin-test findings and clinical and radiological observations on some 30,000 
student nurses, the student populations of 18 colleges, and the San Diego 
Naval Training Station has resulted in great progress in the refinement of the 
tuberculin test. This research has produced standard testing techniques used 
for millions of tests in, for example, international BCG programs. 

(4) In the mid-1940’s, research was inaugurated by the Public Health Service 
for the investigation of histoplasmosis, a disease which simulates TB in its 
X-ray appearance and which is, therefore, a source of confusion in diagnosis. 
The result of this research now allows differential diagnosis between histo- 
plasmosis and tuberculosis, 

(5) Established in 1946, the Muscogee County (Ga.) TB study combines an 
operating TB control program in a county health department with extensive 
investigations of the epidemiology of TB in this community of over 100,000 
population. Chest X-ray surveys were done in 1946 and 1950, and tuberculin 
surveys and BCG vaccination programs were carried out in 1947 and 1950. The 
clinic service closely supervises all persens with active, inactive, and suspected 
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disease, and operates a case-finding program. Efforts are made to trace the 
source of infection of all new cases. During 1953, the study population of this 
investigation was increased by about 15,000 persons, through the inclusion of 
another county. In this program, valuable information is being gathered on the 
development and implications of TB within a community, and clues are being 
assembled as to the spread of the disease. 

(6) Since an understanding of the basic metabolism of the tubercle bacillus has 
important implications for the overall problem of drug therapy, the Public Health 
Service has for several years been investigating this problem in cooperation with 
the Cornell University School of Medicine. 

(7) Since the beginning of its tuberculosis-control program, the Public Health 
Service has been concerned with improvements in radiological equipment. Out of 
activities in this area have come such developments as the automatic phototimer, 
a device which facilitates high-speed X-ray work, and more efficient film and 
fluorescent screen combinations for photofluorographic operations. A corollary 
product of this work has been the development of a method of reproducing 70- 
millimeter facsimiles of X-ray films, which has been useful in professional train- 
ing activities. Results of radiological research of the Public Health Service have 
at least in part been responsible for the taking of from 12 to 15 million X-rays a 
year in tuberculosis casefinding programs conducted by official and voluntary 
health agencies throughout the country. 

(8) Because there is great need to protect laboratory and hospital personnel 
against tuberculosis infection (to which they especially are exposed) the Public 
Health Service has been attempting to develop procedures to assure safe working 
conditions for such personnel. In one cooperative project, a special type of gauze 
mask has been developed, which appears to limit the inhalation of tuberculosis 
organisms by exposed personnel. 

(9) Combined laboratory and field studies of tuberculosis and pulmonary cal- 
cification have been undertaken. Epidemiological investigations through a long- 
term observation of a human population in Virginia and Alabama continue in 
an effort to evaluate the cause and mechanism of production of pulmonary calci- 
fication. Evidence to date would indicate that only a small fraction—perhaps 
10 percent of the pulmonary calcification in one area—can be explained by the 
occurrence of inapparent histoplasmosis infection. 

(10) Future work on vaccines includes plans for the study of chemical frac- 
tions of virulent organisms for antigenicity and other properties. 

(11) For the measurement of the value of case finding as a tool in tuberculosis 
control, the Public Health Service has established cooperative projects in a num- 
ber of areas to determine the specific benefits that accrue to the patient and the 
community as a result of early discovery through X-ray programs. This in- 
cludes studies of the therapeutic advantages received by survey-discovered cases 
as compared to cases discovered by other methods, as well as comparison of 
familial infection caused by these two types of cases at the time of discovery. 
Thus far these studies have shown the outlook for survey-discovered tuberculosis 
to be very favorable. 

(12) The Public Health Service is interested in studying the development of 
tuberculosis throughout the Nation and has studied and devised tuberculosis 
case reporting procedures to enable the routine collection of morbidity data. 
As a corollary project, the Public Health Service has been active in investigations 
of record procedures to be used in local health departments for the reporting 
and supervision of significant cases of tuberculosis. Such reporting and record- 
keeping systems have as one of their primary aims the establishment of prev- 
alence rates in various areas of the country. Nearly all current national 
morbidity data arise from this project. Two direct products of this work have 
been (@) the development and establishment of standard systems of case regis- 
ters and records which are now in use extensively throughout the United States 
and (0) a standard uniform definition of a reportable case of tuberculosis. 

(18) Studies have been initiated to determine reasons for the relapse and 
readmission of tuberculosis patients to sanatoria. Such information will be 
helpful to public agencies in their efforts to serve the needs of these patients and 
to help them, it is hoped, by altering the circumstances which lead to readmission. 
Indirectly, this work may be helpful in alleviating the shortage of tuberculosis 
hospital beds, which is affected to an appreciable extent, by currently high read- 
mission rates. 

(14) In order to better utilize resources of local health departments for case 
supervision, the Public Health Service has initiated studies on the long-term 
public-health significance of persons with questionably active and apparently 
inactive tuberculous lesions 


HEALTH INQUIRY 565 


(15) The Public Health Service is interested in studies of the long-term value 
of sanatorium care and has initiated studies of survivals and readmissions of 
patients discharged from sanatoria operated by one of the States. This study 
covers a period of 30 years. One of the aims is to better describe the charac- 
teristics of patients with unfavorable life expectancy after discharge for the 
formulation of sanatoria policies which might improve postsanatorium survival 
for all patients. 

The introduction of the newer drugs in TB treatment has raised problems in 
methods of TB control regarding the place of home care in the total care of the 
patient and the protection of the community, Studies are being designed and 
carried out to determine the relative roles of hospitalization and home care in 
the total treatment of tuberculosis. 

(16) Research has been initiated into the effectiveness of various types and 
modifications of case finding of early TB and their application in areas or groups 
of high or low prevalence. Particular attention will be paid to the use of the 
tuberculin test as a screening tool for TB in areas where the prevalence of 
tuberculosis infection has diminished, especially in younger age groups 

(17) For several years the Public Health Service has been greatly concerned 
about the problem of the tuberculous nonresident. It is well known that in many 
States persons who do not meet residence or legal settlement requirements are 
prevented from receiving needed medical care, especially hospitalization. Be- 
cause of the many variations within and among the States, and the differences 
between the legal base and the practice, and the fact that only a few States give 
care to tuberculosis patients regardless of legal status, the Public Health Service 
staff have entered upon a cooperative study with the National Tuberculosis 
Association to investigate the size of the nonresident TB problem, its nature, 
and other characteristics which will assist in a solution. Two pilot studies have 
been completed—one in an eastern city and the other in a Midwestern State, 

(18) Because tuberculosis programs are largely dependent on the attitudes and 
actions of the public, the Public Health Service and the National Tuberculosis 
Association are participating in a study of factors which influence public par- 
ticipation in tuberculosis programs. This study will provide valuable informa- 
tion about people’s knowledge, attitudes, and behavior regarding tuberculosis 
eontrol. It should furnish clues to improve all TB programs which involve the 
public, including case finding, case holding, and hospitalization. During the past 
year (1952) 1,200 people were interviewed in three major cities in the United 
States, and the data are now being analyzed. 

(19) Currently active grants by the Public Health Service for research in 
tuberculosis by private investigators now total $350,000, which amount has been 
about the same over the past 3 years. Of the 29 current grants, some of the most 
significant are 

(a) The influence of diets of known composition upon the course of stand- 
ardized airborne TB of mammals and birds. 

(b) Studies in experimental TB. 

(c) Survival of tubercle bacilli in sewage-treatment processes, streams, 
and water supplies. 

(d@) Treatment of TB in children by isoniazid in combination with other 
tuberculostatic drugs. 

(e) The nature of antibiotic action in TB as shown by the character of TB 
ulcers in treated and untreated animals. 

(f) Twin and sibship study on genetically determined variations in sus- 
ceptibility and resistance to TB. 

(7) Propagation and development of rabbit stocks to known genetic resist- 
ance to TB. 

(h) Investigation of requirements for optimal growth of the mycobacteria. 

(i) Specific therapy in childhood TB. 

(j) Isolation of antibacterial substances from plants, especially those 
antagonistic to Mycobacterium tuberculosis. 

(k) Investigation of value and use of fibrin-removing agents in treatment 
of tuberculosis meningitis and some of the factors which may influence the 
outcome. 

(l) Genetic and constitutional factors in resistance to TB. 

(m) The effects of isoniazid on the pathogenesis of TB in the Rhesus 
monkey. 

(n) The long-term effect of chronic pulmonary disease collapse therapy 
and resection upon pulmonary and cardiac function. 
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V. FUTURE COURSES FOR PROGRAM 


Control of tuberculosis could be accomplished simply if there were (@) a 
treatment capable of rapidly and completely curing tuberculous patients in all 
stages of the disease, or (b) through application of a completely effective immu- 
nization technique. 

Although there have been many contributions to our knowledge of tuberculosis, 
some of the knowledge already available is as yet only partially developed, and 
applied. Perfection of certain diagnostic techniques (for example, the tuber- 
culin test) may well be in this category. To solve other less well-understood 
problems will undoubtedly require an enormous amount of work. For example, 
our technique for diagnosing “activity” of a tuberculous infection is far from 
satisfactory. If a technique for measuring activity could be developed, especially 
for application on a mass basis, progress in tuberculosis work would spurt far 
ahead. 

Among the major unknowns in the field are those which concern the causative 
organism itself. Further investigation is needed of the tubercle bacillus’ meta- 
bolism, genetics, chemical composition and the immunologic properties of its 
various chemical components. More specific rapid culture methods of the tuber- 
cle bacillus need to be developed for assistance in diagnosis. BCG and other 
vaccines as they are developed require thorough and extensive study. 

Susceptibility and resistance to the disease must be more precisely deter- 
mined according to age, sex, race, degree of exposure, nutritional status, and 
environment. The differences in tuberculosis incidence in men and women are 
associated with basic physiologic differences or with degree of exposure. There 
is reason to believe that efforts aimed at increasing the general resistance of 
the body would contribute to the control of tuberculosis. Hence, the need for 
research to determine which dietary constituent plays the important role in 
stimulating resistance to infection. The increase in tuberculosis mortality in 
children after puberty suggests hormonal factors may prevent the disease from 
clinically manifesting itself between 5 and 14 years of age, but there is no 
factual evidence to confirm this impression. Fatigue and painful emotion are 
acknowledged to contribute to diminution of resistance to infection, but their 
relationship is entirely unknown. 

Increased personal and public understanding is needed so that people will 
take the proper personal health action. More effective educational methods can 
be developed or utilized. 

Procedures and techniques used to protect personnel in contact with tuberculous 
patients require evaluation. Basic research on description and classification 
of chest film is needed. Evaluation of the efficacy of case-finding methods is 
essential so that we can evolve better methods to reach the reservoir of tubercu- 
lous infection. Neither doctors nor drugs can help the undiscovered case of 
tuberculosis 

Research must continue on the known antituberculosis antibiotics, and newer 
and better therapeutic agents must be sought. All forms of collapse therapy 
should be carefully evaluated. Little has been done in studying the rehabili- 
tation process of the tuberculous patient. Yet rehabilitation is essential if the 
patient is to be restored to an active and fruitful life. 

Morbidity records need to be analyzed continuously to determine who is get- 
ting tuberculosis and to what extent racial, economic, or occupational factors 
play a part. What is the ratio of urban cases to rural cases? Does the composi- 
tion of the tuberculosis population in a time and place of low mortality differ 
significantly from the composition of the tuberculous population in a time and 
place of higher mortality? 

What individual economic, social, or emotional factors prevent patients from 
accepting treatment? Answers to these questions would help us reduce the 
mortality further. 

Interrupting the transmission of tuberculosis from person to person depends 
upon identification, isolation, and treatment of the host or source of contagion. 
But this implies hospitalization and there are waiting lists for tuberculosis 
beds in some areas. The shortage of hospital beds points to the obvious need 
for improving prehospital treatment and posthospital care of the tuberculosis 
victim, Further study of reasons why tuberculosis patients leave the hospital 
against medical advice is indicated. 

In these days of rapidly shifting population groups, it is important to know 
the extent and nature of the problems of tuberculosis among the migrating 
population. How does enforcement of residence requirements affect tuberculosis 
control? 
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Though Koch discovered the tubercle bacillus 70 years ago, and many others 
have made their contributions since, there are many ways in which progress 
in tuberculosis can be achieved through discoveries about new things, new dis 
coveries about old things, and through applying extensively those things that 
we know. All of these research and applied activities will require more funds 
and trained people than are now available in order to speed the development 
of scientific knowledge and techniques. These inadequacies of resources in the 
national tuberculosis campaign can only be minimized through continued coop- 
eration among all concerned—the voluntary associations, the State and local 
health departments, the professional and hospital groups, and the Federal 
Government. 

Dr. Lona. Now I am going to perh: aps preface my re marks by giv- 
ing a very brief outline of what I am going to say and then trying to 
take it up section-by-section in the interest of clarity. 

First I should like to say a little about the nature of the disease, 
the manner in which it is spread, who gets it, how serious it is, how 
many people have it, how it is treated, what are the chances of getting 
well, how much does the disease cost individually and from the com- 
munity point of view, what are our facilities for fighting it, what 
measure of success have we had, and what do we need to do to finish 


the job 

a as to the nature of the disease, it is caused by a germ. It is 
a germ of very resistant character, so it is not easy to kill. Since it 
is caused by a germ, the disease is contagious. It spreads from person 
to person. By and large it attacks principally the lungs, but actually 
it may attack any organ in the body. 

It is a chronic disease which may last for many years. Individual 
resistance of people varies, and environmental conditions such as 
fatigue and nutrition may modify the resistance so that one person, 
no matter what his original resistance is, may have his capacity to 
fight the disease depressed. 

It causes a considerable amount of disability in our population and 
through all past years it has had a very high fatality rate. 

Now, as to the manner in which the disease is spread, most tubercu- 
losis under ee conditions in our community is spread through 
the excretions of the patient who has the disease; principally his 
sputum, the material that he expectorates or coughs up. The ordi- 
nary medium of transmission of the infectious particles is, of course, 
the air. It is quite different from diseases like typhoid fever, for 
example, which is spread to a considerable extent by water. The 
air which transmits these little particles is our medium of trans- 
mission. 

The closer the contact between the infected person and the well 
person the more likely is it that the well person will get the disease. 
There is really only one other significant source, and that is becoming 
less and less significant in this country all the time; and that is from 
the milk from tuberculous cattle. The campaign initiated some years 
ago by the Department of Agriculture has been so successful in this 
country that only a small amount of transmission occurs from cattle 
today. 

So, in brief, the principal source is the cough of the patient who has 
tuberculosis. 

Now the question as to who gets it. At one time in this country 
and all countries tuberculosis was spread widely through all ranks 

of society. At the present time, as the disease has become less and 
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less widespread, it has tended to be concentrated in the economically 
less favored elements of society. ra ets 

Now, there are very important racial, age, sex, and geographic dif- 
ferences in the amount of tuberculosis, in different segments of our 
population, but I shall not go into those now because I am sure those 
will come out at appropriate times in the discussion. 

For the present purposes I might identify just two segments of the 
population which are of special significance. The greatest number 
of deaths by and large occurs in white males beyond middle age. The 
highest rate, however, in any segment of the population, is in the 
middle-aged Negro men. 

Now I should like to say a few words as to how serious the disease 
is. It is rather readily controllable if it is detected in the early 
stages. Unfortunately, however, when tuberculosis is first discovered 
in a great majority of cases, really, it is in a more advanced stage than 
that stage we call minimal. It has always had a high fatality when 
it has been first detected at those late stages. 

In all civilizations this has been an extremely serious disease. I 
think it is a fair estimate to say that about one-eighth of all the people 
who have ever been born in this world died of tuberculosis. That 
figure has been checked repeatedly. The discoverer of the tubercle 
bacillus, an eminent epidemiologist, estimated at the time of his dis- 
covery, that one-seventh of all the people who had lived up to that time 
had died of this disease. We think it is a fair statement to say now 
that it is about one-eighth. 

Although great progress has been made in this country in huge 
sections of the world, like the Orient, it is by far the chief cause of 
death. It was, until several decades ago, the chief cause of death in 
this country. In the ordinary reckoning it is in about seventh place 
in the list of causes of death now. 

The prognosis, the likelihood of getting well, is very much better 
than it used to be, thanks very largely to two elements of the program. 
First of all is the discovery of these cases in the early stages; and, 
secondly, greatly improved treatment. 

Now, it would be well at this point, I think, to introduce a few 
figures, although you have them in the record. I think I can read 
them off rather rapidly just for our present consideration. 

How many cases of tuberculosis are there in the United States? At 
the present time it is estimated that there are about 400,000 cases of 
active disease in this country. We make a distinction between active 
disease cases, which for all practical purposes is the disease with 
symptoms that are still progressive, and the inactive disease cases, 
which have ceased to become progressive and are fast healing. There 
are about 800,000 of the latter type of case, so far as we can tell, from 
surveys that have been made on a spot-sample basis in different parts 
of the country. 

Mr. Dotuiiver. What did you call the latter kind of case? 

Dr. Lone. We call them inactive cases. 

If I am going too fast, I would appreciate it very much if any of you 
would ask any questions. ; 

So, combining the active or progressive cases and these cases which 
have done well either through treatment or spontaneously, we have a 
total figure of about 1.2 million persons who have or have had tubercu- 
losis of significant character in this country. Now, that is an estimate, 
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as Tsay. Of those 400,000 are active cases, and about 250,000 of those 
are actually known to health departments. 

This is an officially reportable disease. If a doctor discovers a case 
he must notify his health department. But not all of these cases, by 
any means, are known. Approximately 250,000 are. It is believed that 
of that 400,080 about one quarter million have the disease in infectious 
form. That is to say, they have disease germs that I mentioned in 
their sputum in such a character that they could infect others. 

I may say that these state rare at have been made by the National 
Tuberculosis Association and the Public Health Service agree very 
closely. 

At the present time approximately 25,000 persons a year die from 
tuberculosis in this country, but good progress is being made and 
that number is dropping off by a few thousand—2,000 or more—every 
year. 

This is perhaps a proper place to say that although this has been 
very gratifying progress in the drop in the death rate, all experience 
in other countries has shown that a national ecatast rophe can upset 
that trend quickly. Joth of the two world wars caused huge rises of 
tuberculosis in countries abroad. 

Now let me speak as to the treatment of the disease. Traditionally 
over a period of years it has been treated by re better food, good 
food, and good hygiene. Later specific surgical and medical measures 
were introduced for the rest of the particular wn affected; that is to 

y, the lungs; by collapsing the lungs so that they would not keep 
on np te 

Within the last decade there have been very great medical and 
surgical improvements. Three drugs of importance have been intro- 
duced. Their names are streptomycin, para-aminosalicyclic acid 
which is abbreviated to PAS—and within the last 2 vears a drug 
called isoniazid. 

There are other drugs for special complications. 

For some years surgeons in cooperation with the medical men have 
treated tuberculosis by measures for putting the lung at rest. But 
within the last decade there has been very great improvement in 
surgical measures through operations for actually taking out diseased 
portions of the lungs. That did not use to be practiced on any great 
scale because the chances for spread are great, and now the chances 
for spread are less because of these new drugs. not also in those 
days the methods of anesthesia were not as good as they are now. 
Therefore, surgery is in a period of successful dveodlapuaie at the 
present time. 

Now a few words as to the chances of getting well for those who do 
contract the disease. As I said a moment ago, the chances for getting 
well depend in considerable measure upon the stage at which the 
disease 1s found and the facilities available for treatment. The earlier 
the better. Recovery possibilities are excellent—really almost 100 
percent in cases that are discovered in truly minimal stages. It used 
to be had in the advanced stages, but the prognosis and chances of 
getting well are improved under modern methods of treatment even in 
the most advanced stages. 

A great deal depends, of course, on the environment. A hospital 
or sanatorium environment is by far the best for taking care of tuber 
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culosis. Generally speaking it is not the sort of disease that can be 
handled at home in private practice, although there is progress. 

Mr. Douutver. What about climate ¢ 

Dr. Lone. Climate is now considered to be of very much less im- 
portance than was true before. Up to about 15 or 20 years ago climate 
was emphasized particularly because people felt better at certain 
climates than others. Since then it has been discovered that the 
proper kind of treatment I have been describing is equally effective 
in all climates. 

Now then, Mr. Chairman, may I say a few words as to the cost. 
Individually it is a very costly disease. It is great for the average 
person, or people of anywhere near the average income. It has been 
estimated by those who have made special studies of cost analysis that 
an individual case costs about $15,000. That takes into account the 
medical treatment, compensation, relief for the man and his family, 
and also his loss of wages. But that latter is very variable. That 
figure might easily go to $30,000. 

“I think that the Veterans’ Administration, for instance, has very 
accurate cost analyses, and they can tell us something about the long- 
range cost that may modify these figures. 

Reasonably reliable figures have been obtained for the cost of tuber- 
culosis for the country as a whole each year. Direct costs for medical 
care are believed to be somewhere in the neighborhood of $300 mil- 
lion. If you take into account, however, all the other expenditures in 
connection with the cases of tuberculosis probably the total cost to 
the Nation each year is over a half billion dollars. 

Now as to the facilities for fighting tuberculosis. I would call at- 
tention to two of them that are represented in this group of witnesses 
today: The voluntary tuberculosis associations, which in general are 
affiliates of the National Tuberculosis Association; and the official 
health organizations. The latter are municipal, county, State, and 
Federal. We have representatives of those different groups here. 

So much for the facilities in terms of the organizations concerned. 
Next is the facilities in the way of program operation, which is ap- 
proximately as follows: 

Case finding. You cannot attack the problem of tuberculosis unless 
you find the “people who have it. Case finding is partly handled 
through private physicians who, of course, discover cases in their 
own prac tice; through examinations of those people who already have 
it and are in a position to spread it, so that further cases may be found 
with those in close contact with them; and then, more 1: ately, through 
the method of mass X-ray surveys in which large groups, sometimes 
almost the entire population of a city, are X-rayed. 

Secondly, in the facilities, in our actual program for fighting the 
disease, we might mention medical care. Now, medical care devolves 
very largely around our hospitals and sanatoria. As I said a moment 
ago, treatment there is very much better than it is under private cir- 
cumstances in the home. But in spite of that fact sandman are such 
that a great deal of tuberculosis must be taken care of by private prac- 
titioners in the patients’ homes. 

—— finally, in that program I have briefly outlined, something 
must be done to restore tuberculosis pati ients to productive capac ity. 
There are a series of programs, privately and publicly operated, for 
the rehabilitation of tuberculosis patients. 
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Now, may I say a word as to the success we have had in those 
measures. Perhaps the easiest measure to visualize is the actual 
death rate from the disease. That has dropped very much within 
the last century, if not more than a century. The death rate is ordi- 
narily measured in terms of so many deaths per 100,000 living people. 

In 1900, the opening of this century, the death rate was approxi- 
mately 200 for every 100,000 of our populs ition. In 1952 that rate had 
dropped to 16. In other words, it is now about one-twelfth of what 
it was a half century ago. 

In contrast to that, however, is the caseload: the actual number of 
people who have the disease. That number has not dropped in a 
parallel fashion. The deaths have dropped off sharply, but many 
patients live much longer. The disease continues to spread, so that 
the communities still have a large tuberculosis problem which is not 
measured by any means, just by the death rate. The best measure, 
of course, is the number of cases that have to be taken care of, and 
it is because of that large number, of course, that the cost has remained 
high. 

It has been estimated by the Public Health Service that approxi- 
mately 110,000 new cases of the disease are discovered each year. 

In brief, there is a good case-finding program now, and the treat- 
ment is good, but it is an expensive treatment. 

Now, finally—and this will be treated, I am sure, much more in 
the discussion—what do we need to do to finish this job of controlling 
tuberculosis ? 

In the first place, we need to take maximum advantage of the knowl- 
edge that we hh ave at the present time, which means more funds and 
possibly a better distribution of funds, because tuberculosis is more 
serious in some communities than it is in others. 

We need, surely, more hospitalization for the tuberculosis cases of 
this country than we have today. The best estimates indicate that 
we are short about 50,000 beds for the Nation as a whole for proper 
care of tuberculosis. 

We need to have a more extensive case-finding program than we 
have at the present time. Case finding has been rather sporadic. 
Some areas h: ee very well covered by mass X-ray ao ys. Other 
areas have hardly been touched. No area has re ally | een covered 
completely. 

Then fin: lly this is the last point I wish to make today, before throw- 
ing this open for general discussion. We must have a great deal more 
research. A few years ago, 20 years ago, or 25 years ago we were 
pleased with the progress we had made on tube reculosis. Yet as we 
look back through those 25 years we appreciate we have made enor- 
mous strides since that day. I am perfectly certain if we get a great 
deal more knowledge that another 25 years will yield much more in- 
formation on tuberculosis, which will be reflected in ver y much better 
eare of tuberculosis. 

Another thing we need to do research on to accomplish this objec- 
tive would be the following: We have to know certain more features 
about the disease itself. The disease, I may say, for example, is one 
that causes great destruction in the lung, with formation of cavities. 
We really do not know the exact mechanism by which those destructive 
cav ities are produc ed. There is 200d researc th going on on the prob- 
lem, but it is a difficult problem and we need to do much more. 
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We need a great deal more information on the functional incapacity 
which is brought about by the disease. Lots of good research is 
underway, but as new methods, new physiological methods come in, 
we gain much new information for measuring the damage that has 
been done by disease. 

We have to learn more of the exact means by which the disease is 
spread. A few minutes ago I said it was spread through the air; but 
the temperature of that air, the humidity of the air itself are concerned 
in the likelihood of the dissemination from one person to another. 

Strange as it might seem, we do not have very good tests—we do 
not have perfect tests by any means—for telling when the disease is 
active and when it has ceased to be active and is latent. We need 
badly a means for artificially raising the resistance of people to tuber- 
culosis, such as we use in smallpox, for example. We have a good 
vaccine for smallpox. 

We have a fair vaccine for tuberculosis. It is called BCG, which 
is the label indicating the names of the discoverers of the vaccine, but 
it is not wholly satisfactory, so we need more than that. 

Finally, there is no question but that there is a close relationship 
between the dissemination of the disease and its effect on the popula- 
tion and standard of living. In other words, certain important social 
factors are concerned, and much research is needed to define those and 
make good use of them. 

I think, Mr. Chairman, that is enough for the opening statement, 
and we might proceed with a discussion, particularly of questions 
from the committee, if the members would care to ask them. 

The Cuarmman. You have made a very complete opening state- 
ment, Doctor, and one which does open our viewpoint so that we can 
tully appreciate the more detailed information that will be given by 
the members of the panel. We are grateful to you for the general 
opening statement that you have made. 

You may proceed in such order as you wish. 

Dr. Lone. I believe, Mr. Chairman, that the members of the com- 
mittee have a tentative agenda which is to be used as a guide for 4 
discussion of the problems which might be in your minds. Could I 
ask first if anyone would like to ask a question, in the light of what 
I said? 

The CHArman. Would some member of the committee like to ask 
questions of Dr. Long at this time? 

Mr. Dotuiver. Mr. Chairman. 

The Cuarrman. Mr. Dolliver. 

Mr. Do.uiver. Doctor, are there any particular races of people who 
are particularly susceptible to this disease? I am thinking, for in- 
stance, of the American Indian, Eskimos, Aleuts, and others under 
the jurisdiction of the United States Government. 

Dr. Lone. I will answer a part of that first, and then I am going 
to ask Dr. Anderson of the Public Health Service to elaborate on it. 

I mentioned the fact that the Negroes have a higher death rate. 
You are quite right in the suggestion that the Indians, perhaps, do 
also. 

The Indians have a fairly high death rate, which is going down, 
like the others. Certain segments of our Territorial population, in 
Alaska, also have high rates. 


~My 
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I am sure the question in the mind of many people is this: Are those 
people of an inferior resistance? Are they natively susceptible? Or 
is their environment responsible ¢ 

Mr. Doxtiver. That is precisely the question I had. 

Dr. Lone. Yes. I will just open that subject. 

I think that studies show that in general the Negroes as a race have 
somewhat less resistance. Now, resistance probably came about in 
some fashion like this: You take a large group of people. They vary 
individually in their resistance. You subject them to tuberculosis, 
and certain of them succumb. Certain ones who have higher resist 
ances do not succumb and they live and reproduce their kind. That 
goes on and on over a period of a great many years. 

The white race apparently has a higher resistance to tuberculosis 
than some of these other races, because the disease has been rampant 
among them for a much longer time, so in the process of civilization 
and the growth of cities a great deal of that susceptible stock was 
eliminated. 

The Negro race and some others have had tuberculosis among them 
a very much shorter period of time, and they have not had time to 
eliminate a good deal of that suspectible stock. For that reason they 
_— to be less resistant and have a higher death rate. 

Now, it is also true that those very same races that appear to have 
this disadvantage also have in general a poorer environment from 
the point of view of economic development, nutrition, standard of 
living, and soon. So both of those two factors enter into that. 

I would like to ask Dr. Anderson if he would care to elaborate on 
that. 

Dr. Anperson. Yes; I would. 

The question of Alaska, sir, is an important one. In Alaska 1 out 
of every 5 deaths that occur are cited as being due to tuberculosis. 
In the United States about 1 out of every 35 deaths is due to 
tuberculosis. 

Another indication of the prevalence of the disease is the infection 
that people have, as evidenced by the tuberculin test such as has been 
applied in cattle. It has been applied in humans, too. 

If all of us here were to have this test today, probably more than 
half of us would give signs of harboring the tubercle bacillus. That 
is the reflection of the exposure to tuberculosis we have had over the 
past years of our lives. It represents the fact that in some of us we 
have living tubercle bacilli. 

If we were to do that same test upon children in this country at the 
time they are graduated from high school, about 15 percent of the 
high-school children in continental United States would be positive. 

However, if we were to do that same test in Alaska in the native 
population groups, by the time those children were 10 years old, prob- 
ably 100 percent of them would be exposed to the disease; 100 percent 
would have been infected, as evidenced by this positive skin test. 

That is a reflection of two things. First, it reflects the prevalence 
of open or source cases of infection in the community. Second, it is 
also a reflection of the opportunity for transmission or spread of that 
infection from the source case to the child who has to live in close 
proximity to the case of tuberculosis, as is customary in Alaskan native 
life. 
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Does that answer your question ? 

Mr. Doturver. Yes. Now, there is another question I would like 
to direct to Dr. Long ¢ or to you. 

Several years ago this committee had the opportunity of visiting 
the tubercular sanatorium in Santiago, Chile, which the American 
point 4 program assisted in erecting and equipping. What comment 
do you have, if any, about the native populations of South American 
countries, and particularly of Chile ¢ 

Dr. Lone. Would you care to answer that first, Dr. Anderson ? 

Dr. Anverson. In their native population groups, particularly 
where living conditions are similar, they, too, have high infection 

rates as evidenced by this tuberculin test. 

The institution to which you referred is in operation and is doing 
fine work, and that has led to the construction of additional tubercu- 
losis hospitals in Chile, to try to save the source cases of the disease 
and keep them from spreading the disease to their children. 

Mr. Doturver. That is all, Mr. Chairman. 

Dr. Lone. I might just add to that, Mr. Dolliver, that I saw the 
Chiles - sanatorium last year. They are now making very rapid prog- 
ress. Chile still has a very high rate. It is very recently that these 
control measures were introduced there. 

Are there any other questions that I can answer, or that our group 
can answer, which are in the minds of the committee now, Mr. Chair- 
man ¢ 

The Cuarrman. At some point in the proceedings I would like to 
ask about the effectiveness of BCG. I do not mean to break into the 
discussion at this time. 

Dr. Lone. I think that would be perfectly appropriate now. 

The CHatrman. The fact that Dr. Anderson has just testified 
brought it to my mind. 

Dr. Lone. We might give him a rest for a minute. Of all the peo- 
ple here who have had some experience with it, Dr. Perkins is on a 
program which is intimately connected with its use and production. 
I think we might ask Dr. Perkins and then Dr. Anderson to speak 
on that. 

Dr. Perxrns. It is the feeling of our medical section, the American 
Trudeau Society, with some 5,000 physicians in it, that BCG does 
have a place in tuberculosis control programs. 

Let me stress again that this is a vaccine. It is a living vaccine 
consisting of the bovine organisms that have been grown for a long 
time in such a manner that they apparently have lost all their viru- 
lence. It apparently is a completely safe vaccine, but apparently it 
has not been as effective as many of our other vaccines. 

Getting back to the statement of our American Trudeau Society, 
that society feels that it is of value but should be used only among 
groups which are particularly exposed to tuberculosis, such as medi- 
cal students, nursing students, and other groups which are particu- 
larly exposed to tuberculosis. It does not recommend mass immuniza- 
tion of the general population. 

There are a number of groups which have conducted studies on the 
value of BCG. One has been conducted by Dr. Aronson, who is on 
Dr. Long’s staff and who has worked with the Bureau of Indian Af- 
fairs testing the value of BCG among Indians, and who has found it 
definitely has value. It is now being used quite extensively among 
Indian children. 
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Dr. Anderson’s unit has been conducting some very extensive studies 
on BCG, and the latest reports which they have come forth with— 
Dr. Anderson will speak to this himself in a moment—indicate that 
there is nothing thus far that would merit changing the attitude ex- 
pressed by the American Trudeau Society. In other words, the re- 
sults thus far do not seem to justify mass immunization of the general 
population with BCG. 

The Cnairman. This information that came to me was received 
since these hearings started from George E. Deatherage, of Lake 
Worth, Fla. He sends me a considerable amount of information of 
one kind and another, some credible and some not. I will make ref- 
erence to the part of it which has reference to this particular vaccine 
BCG, without making any note of the criticisms that have been made. 
His statement is this, and I merely read this so you can understand 
the viewpoint of some in order that we may have a better understand- 
ing of it ourselves: 

This particular vaccine— 
referring to the tuberculosis vaccine BCG— 


developed in France, has been in successful use there for the past 20 years. 
According to Dr. Edward J. O'Brian of Detroit, one of the Nation’s top TB 
surgeons (see AP dispatch from Denver, April 19, 1949): “The vaccine BCG 
will whip tuberculosis and somebody in this country has to ———— until this 
country wakes up to that fact.” 


The word “blank” is my word. 


This before the American Association for Thoracic Surgery, of which he was 
at the time the president. 

O'Brian stated further, in reply to Dr. Robert J. Anderson of the Public Health 
Service in Washington, who acclaimed that the evidence is still incomplete as 
to the effectiveness of BCG that “millions of people in other countries have been 
vaccinated, that BCG had given immunity to 70 to 90 percent, and there hasn't 
been a single report of harmful effects in 20 years.” 

Although the public and private agencies in the United States are spending 
$400 million a year to fight the disease, and the yearly deaths total some 50,000 

* * the saving of 40,000 to 45,000 of these people is not deemed of sufficient 
importance * * * to warrant recommending the use of the vaccine. 

Now hear this: In my hand at the moment is the WHO Newsletter, volume 
VI, No. 8, dated September 1953, being the organ of the World Health Organiza- 
tion, and sent to me direct from the United States State Department as part of 
their informational service. 

The second page of this pamphlet is devoted entirely to telling us what the 
BCG is doing in India and what tremendous good it has done. Also, if you so 
desire, you may secure full details of BCG vaccination by applying to the World 
Health Organization, Pan American Sanitary Bureau, Washington, D. C., asking 
for Monograph Series No. 12; 307 pages, price $3. 

Now hear this: At this very moment also, I hold in my hand a copy of the 
great Washington newspaper, the Times-Herald, under date of August 5. In 
this issue is a special article by Donn Munson (with photographs) entitled 
“Denied Care TB Carriers Roam Freely.” It further points out that there are 
921 patients who have no place for treatment—that Glenn Dale is a good sana- 
torium—but 921 patients can’t get in. Therefore, they roam the streets to con- 
taminate others. 

Yet, the American taxpayer is doing his coughing by coughing up the millions 
to vaccinate the people of all other nations served by the World Health 
Organization. 


I think that goes far enough to show the conviction that this indi- 
vidual has. 

Dr. Lona. I might say that all of us are acquainted with the dis- 
tinguished former president of the American Association for 
Thoracic Surgery. His is a forthright statement and some people 
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would feel the statements are considerably or somewhat exaggerated 
in some respects. Concerning campaigns in different countries to 
control tuberculosis, that is a relative matter. If a country has a 
huge problem with which to deal and has done very little, vaccination 
may be a way of attacking it. Ina country like this, it becomes one of 
several methods and this country has a remarkable development of 
methods we know are effective. 

Since Dr. Anderson was mentioned in that quotation, I think we 
ought to hear from Dr. Anderson himself. 

The CuarrMan. I think so. If U had read this over more carefully 
I would not have mentioned anybody’s name, not because I am of 
the opinion that the individual 1s not sincere, but merely because I 
do not believe in bringing personalities into it in a critical way. If, 
as the evidence shows, as Dr. O’Brian said, “BCG has given immunity 
to 70 to 90 percent and there hasn’t been a single report of harmful 
effects in 20 years,” why should we not use it in this country? I see 
in this statement on tuberculosis prepared by the Public Health Serv- 
ice, that the Public Health Service has been experimenting with the 
BCG vaccine. 

Dr. ANDERSON, Yes, sir. 

The Cuatrman. Now, Dr. Anderson, if you wish to say something 
it is up to you, and you do not have to say anything in the sense that 
you have to make an answer. 

Dr. ANpeRSON. I would like to tell you a little about BCG and the 
other vaccines. 

The Crarrman. Do you wish particularly to call attention to that 
paragraph 2 on page 11 to which I have made reference? 

Dr. Anperson. Yes; and I would like to say that BCG is an old 
vaccine derived from the tubercle bacillus which causes tuberculosis 
in cattle, but which has been subdued to such a point that it no longer 
causes disease in the normal uninfected animal or man. It is true 
we have not been able to ascribe any harmful effects from use of the 
vaccine in animals or humans. It was first injected into humans 
about 1920 in France. In this country it was tried on humans about 
1928 in Tennessee and in New York City. It was used for a while 
and then dropped because of a disastrous incident in Germany where 
some children died after being vaccinated with a virulent instead of 
a harmless BCG vaccine. While that event was being unraveled, the 
use of BCG was discontinued in many areas of the world. However, 
its use in the United States has been resumed. Drs. Perkins and 
Long have already mentioned the work among the Indians by the 
Indian Service and the Public Health Service. 

Subsequent to the Second World War, under conditions of great 
social and economic disturbances, with poor nutrition, poor housing, 
and lack of rest, many people in war-devastated areas succumbed to 
tuberculosis. Many of the affected areas had little in the way of 
hospital facilities, nurses, or laboratories to cope with this increase 
in the TB problem. BCG became the tool of control of tuberculosis 
since it could be used among people throughout the world in the 
absence of adequate treatment facilities and personnel. A program 
was carried on by WHO and the United Nations International Chil- 
dren’s Emergency Fund. Fifty million children were tested in 
various parts of the world—Indochina, India, Czechoslovakia, Fin- 
land, Denmark, Greece, and other countries. The vaccine was used 
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in those countries on school children on a mass basis, since, in those 
countries almost 100 percent of the schoolchildren became infected 
with the tubercle bacillus. In this country, only 10 to 15 percent of 
children of the same age group are infected with tuberculosis. 

No one knows how long the protection given by this vaccination 
lasts. Hence, we do not know how frequently we should revaccinate 
people who have been vaccinated once. W hen you vaccinate people 
you inject a little bit of the subdued organism into the skin and in 
the course of the next 5 or 6 weeks their bodies set up a resistance. 
Between 70 and 90 percent of the vaccinated persons will show a posi- 
tive reaction. ‘This does not mean that 70 to 90 percent of all people 
will develop tuberculosis. As I have said before, more than half of 
us in this room have been exposed, yet few of us have tuberculosis. 

In 1946 the Public Health Service began two large-scale experi- 
mental BCG studies. In Columbus, Ga., in cooperation with the 
local tuberculosis association, health department, and medical society 
all schoolchildren between the ages of 6 and 18 were tested. Those 
children who were tuberculin positive (skin test) had already been 
infected with tubercle bacilli. Thus we did not vaccinate them. 
The interpretation of a positive tuberculin test varies. The Public 
Health Service spel: to make a more restricted interpretation of 
positive reactions; thus more children were eligible for vaccination 
with BCG. We vaccinated one-half of the children. The other half 
were not vaccinated. 

The second study we embarked upon was that of the American 
Indians. 

Mr. Douuiver. First, may I make an inquiry about the Columbus, 
Ga., experiment? You say you inoculated half and half you did not 
inoculate ? 

Dr. Anperson. Yes. 

Mr. Doxxiver. Has there been any followup / 

Dr. Anperson. Yes. We have had a staff of tuberculosis control 
people in Columbus, Ga., examining the development of tuberculosis 
there year after year. There has been a repeat of the X-raying, tuber- 
culin testing, and vaccinating program. 

Mr. Dotiiver. What were the results? Did you find out whether 
this inoculation was effective or not ¢ 

Dr. Anperson. We vaccinated in 1947. The most recent summary 
of the status of the study was on information up until about a year 
ago. That summary showed that up to that time the deaths that 
occurred in both the vaccinated and unvaccinated groups were so few 
that we could not say anything about the effectiveness of the vaccine 
in those children 6 to 18 years of age. As yet in Columbus, Ga., there 
is not a significant difference between vaccinated and unvaccinated 
groups. 

Mr. Hesevron. I do not remember hearing or reading about that 
incident in Germany. Did they finally find a way of avoiding a 
repetition of that ! 

Dr. Anprerson. Yes. It was in the care, preparation, and handling 
of the vaccine. The unfortunate incident was the result of a mis- 
take in selecting the wrong bottle in a refrigerator. Today labora- 
tories that prepare the vaccine do not permit handling of virulent 
substances and BCG in the same environs. 

Mr. Dotuiver. BCG is prepared from cattle ? 
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Dr. Anpverson. The culture was obtained from a bacillus from 
cattle. However, the bovine bacillus is toxic for man. Today, under 
the pressure of the tuberculosis eradication program in cattle, bovine 
infection is uncommon and this virulent bacillus is grown on culture 
media. 

Mr. Do.uiver. Has there been a serum developed, as opposed to 
vaccine ¢ 

Dr. Lona. In the early days of the study of tuberculosis, after the 
germ was first discovered, numerous serums were developed. At- 
tempts were made to develop tuberculosis antitoxins. They were in- 
vestigated and proved to be of no value. No serum has been developed 
that seems to be of any good for the treatment of the disease. 

Mr. Dotutver. How do you account for that? We have an anti- 
cholera serum. 

Dr. Lone. A serum is effective where it contains the antibody to a 
particular germ, and tuberculosis does not seem to be one of the 
diseases where a serum is effective. 

Mr. Dotuiver. Excuse me. Go ahead. 

Dr. Anverson. If I go into this extensively, I do so only because 
my name was mentioned. 

The Cuatmman. Not only that, but if the thought he expresses is 
the thought of some, it is as well to have it discussed, because our 
Federal Public Health Service is to advise and help the people of 
the Nation, and I would not want anybody to criticize it without giv- 
ing the Public Health organization an opportunity to answer the 
criticism. This committee has a great deal of confidence in the Public 
Health Service. 

Dr. Anperson. We appreciate that. 

The CuarrMan. I have not read it all, but this indicates that if the 
World Health Organization thought well enough of BCG to use it 
throughout the world, it should be used in our own country. 

Dr. Anpverson. I might say that after our techniques had been per- 
fected, we did help a Service program in the Territory of Alaska and 
in Indian territories where conditions of infection were quite similar 
to other places in the world where BCG has been used extensively. 
Other than that, the observations on the mass use in some of the 
countries in Europe and in other parts of the world show that, whether 
or not BCG had been used on a mass basis, the overall trend of tuber- 
culosis in terms of mortality has been about the same. The decline 
in mortality was the same where BCG had not been used as where it 
had been used. That was true in Denmark, and in Iceland, for 
example. 

The Cuarrman. Have you followed up what the results have been 
in all the countries where it was used extensively ? 

Dr. Anperson. Yes. We have also done our own studies in the 
Indian group and we have a large-scale study in Puerto Rico. We 
1ave tuberculin tested and vaccinated more than 400,000 school- 
children in the United States, and also medical students in this country. 

The Cuamman. Has a conclusion been reached as to whether it is 
good ¢ 

Dr. Anprrson. The events that have happened in countries where 
BCG has been used are similar to those that have happened in areas 
that did not use BCG. The matter is confused because of the fact 
that in those countries social conditions, standards of living, and nutri- 
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tion, also have changed subsequent to the war. We really will not 
know what will happen in regard to BCG for many years. Maybe 
Dr. Perkins could talk on that. 

Dr. Lone. As to why BCG was used so extensively by WHO and 
not here, first, I would say there is extensive use of BCG in this coun- 
try but it is used primarily in people with a high rate. India was men- 
tioned. It has a high rate. As Dr. Perkins pointed out, we have 
programs in operation throughout the country for particularly ex- 
posed groups. In my own State of Pennsylvania practically all of 
the medical students and nurses in the teaching schools are vaccinated 
with BCG. We look upon them as particularly exposed groups. It is 
not used as much in the other groups because we have not seen any 
particular need for it. 

Looking at the matter in its very broad aspect where you compare 
the tuberculosis infection of several countries, we spread our efforts 
along a large mechanism of control, whereas in other countries only 
BCG is used. We, with our combination of elements, have had a 
greater reduction of mortality than the other countries that use only 
the BCG vaccine. I think Dr. Perkins could tell us something from 
his own experience. 

Dr. Perkins. Mr. Chairman, I think the communication you read 
seems to imply that for some reason BCG is not being used as much in 
this country as it should, either through ignorance of the Public Health 
Service or vested interests, or some other reason. I do not think that 
is so. May I say I think the answer is there is not only one way of 
controlling the disease. You have different tools and use them in ac- 
cordance with the situation you encounter. New York City at the pres- 
ent time does not immunize everyone against typhoid even though an 
effective typhoid vaccine is available. At the very time I was not 
advocating such a program in New York City I was sent to Italy and 
ran into a situation where I recommended that everybody be im- 
munized against typhoid, the situation was so bad, The same thing 
applies to the use of BCG. After the war E urope was in a bad state. 
Many of the hospitals had been destroyed, and there had been a tre- 
mendous increase in tuberculosis. There was no use putting on a case- 
finding program, and the only logical program seemed to be to at least 
try to increase the resistance of children. Hence this program was 
put on through the Red Cross and then supervised by health organiza- 
tions through funds supplied by the relief organizations. 

My native State of Minnesota has areas where you cannot find a posi- 
tive tuberculous child. We do not like to inject people, particularly 
with live organisms, if there is no good reason for doing so. It is a live 
vaccine, and that was one reason for the German disaster. We have to 
be particularly careful in using vaccines that consist of live organisms, 
because we cannot boil them or put chemicals in them, and you might 
get in serious difficulty. Smallpox has a live virus vaccine, and yellow 
fever has a live virus vaccine, and we did get in trouble during the last 
World War when we encountered a virus that caused yellow jaundice. 
We feel with our superior control in this country we are not justified 
in using BCG on a mass scale. 

To indicate that I am not anti-BCG, I was in the health depart- 
ment in New York when our laboratory developed it. 

Dr. Lona. Any child in Pennsylvania can obtain BCG. 
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Dr. Perxrns. I am on the board in Chicago, and we are trying to 
increase the use of BOG but confine its use to those particularly ex- 
posed. We feel it should be used more extensively among those par- 
ticular groups. 

Dr. Lone. In the list I read of desirable research I mentioned a 
search for a better vaccine than BCG. BCG, I think we will all agree, 
does some good, but everything that has been said so far in regard to 
the two groups—and, incidentally, it was a fine study in connection 
with the Indians—everything indicates we do not know everything 
we should know about vaccination, and there have been many sugges- 
tions that we can get something better than BCG. The National 
Tuberculosis Association has an investigation in which a somewhat 
similar organism derived from a human being rather than a cow offers 
a chance to get a better vaccine than BCG. 

The Cuarrman. I had not been aware there was such a vaccine as 
BCG. I thought I had had every kind of vaccine there was, but I had 
never heard of this one. 

Mr. Cartyte. Mr. Chairman. 

The CHairman. Mr. Carlyle. 

Mr. Cartyite. This BCG vaccine is comparatively new, is it not ? 

Dr. Perkins. No. It is old. It was first used in humans about 1920. 

Mr. Caruyie. It is used extensively all over this country ? 

Dr. Perkins. It is used in practically every part of the country, but 
confined pretty much to these people undergoing unusual exposure. 

(The following material was submitted for the record regarding 
BCG vaccine:) 


PRESENT Status OF BOG Sruptss * 


(By Carroll E. Palmer and Lawrence W. Shaw *) 


At the annual meeting of the National Tuberculosis Association 3 years ago, 
Dr. Robert Anderson * discussed the attitude of the Public Health Service toward 
BCG vaccination. He pointed out the wide differences of opinion on many ques- 
tions about BCG and its use: the recurrent theme throughout his talk was how 
little we really knew about BCG—how little solid evidence there is amid all the 
claims and counterclaims of its value. 

Because of this, Dr. Anderson said the Public Health Service could recommend 
the use of BCG only for selected groups with known high risk of exposure to 
tuberculous infection. Tuberculosis had been declining sharply for many years 
and there was no reason to think that it would not continue to decline—perhaps 
even more rapidly. Moreover, we were not convinced that the advantages of 
using BCG would outweigh the disadvantages of losing the tuberculin test as a 
diagnostic and case-finding tool. We could find no justification for mass vacci- 
nation programs in this country, except for the purpose of making carefully 
documented studies to determine the value of BCG in tuberculosis control.‘ 

That is not a recommendation one makes lightly, in the face of strong popular 
belief in BCG and its widespread use abroad. It is not a recommendation one 
makes without feeling an obligation to make known any indication that it should 
be changed. But about the only reason for changing the recommendation would 
he decisive evidence of the effectiveness of BCG in human beings. A number of 
groups in different parts of the world, including the Public Health Service, are 
actively trying to find such evidence. It is our purpose in this paper to describe 
very briefly the several large-scale evaluation studies undertaken by the Service 
and to present the first preliminary results of these studies. 


1Read at the annual meeting of the National Tuberculosis Association, May 20, 1953, 
Los Angeles, Calif 

2 Medical Director and Statistician, respectively, from Field Service Branch, Division 
of Chronic Disease and Tuberculosis 

* Anderson, Robert J.. and Palmer, Carroll E.: BCG, Journal of American Medical 
Association, 1950, 148, pp. 1.048-1,051 

* Anderson. Robert J.: Editorial on Licensure of BCG Vaccine, Public Health Reports, 
August 4, 1950 
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In planning the studies we had to make decisions about several very critical 
issues. 

In the first place, we decided that it was absolutely necessary to have control 
studies, and by that we meant we would deliberately not vaccinate a randomly 
selected part of the population found eligible for vaccination by the tuberculin 
test. By so doing, we would have two comparable groups: one vaccinated, the 
other not vaccinated; and we would measure the effectiveness of BCG by com- 
paring the amount of tuberculosis that developed in the two groups. We 
decided we could not compromise on that issue. We would not, as some have 
tried before, vaccinate all who were willing to be vaccinated and use those who 
refused as controls. Nor would we compromise and vaccinate all who were 
eligible and expect to measure the effect of vaccination by the change in tuber- 
culosis morbidity and mortality. 

Another important decision concerned the size of the studies. With the 
steady drop in the prevalence of tuberculosis—only with large studies could we 
expect enough cases of tuberculosis to indicate what BCG could do on a mass basis 
for general population groups. 

This aspect led to a third—the matter of evaluation. Very few people now- 
adays have the time, the staff, or the money to do regular, periodic examinations 
of large population groups. Evaluation therefore would have to depend pri 
marily on the established systems of reporting tuberculosis deaths and cases 

Finally, in order to determine the impact of the BCG program on the total 
tuberculosis problem, it would be necessary to know about the tuberculosis 
occurring among not only the vaccinated and controls but also among the tuber 
culin reactors who were ineligible to receive BCG 

Thus, we agreed that the main characteristics of the studies should be: first, 
that they would be control-studies (some people would be vaccinated, some not). 
Second, that they would be very large-scale studies. Third, that followup would 
be made an integral part of the usual system of notification of tuberculosis 
cases and deaths. Fourth, that both those eligible for vaccination and those 
not eligible would be included in the followup. Such studies, we fully recog 
nized, might be criticized because the evaluation depends so heavily on mortality 
and morbidity reporting. However, we are dependent on just such information 
to measure all our efforts in tuberculosis control. After all, if BCG vaccination 
in a population is not effective enough to be recognized through reasonably 
efficient reporting of tuberculosis cases and deaths, its widespread use can 
hardly he advocated. 

The first study was started in 1947 in Muscogee County, Ga.—a community 
with a population of about 100,000 persons. In the spring of 1947, the entire 
school population was tuberculin tested, and half of the nonreactors were vac- 
cinated. Three years later, in 1950, the BCG program was made part of a mass 
survey of the whole population who were invited to have an X-ray, tuberculin 
test, and BCG vaccination. About 10,000 school children were included in the 
early program; about 60,000 of the general population were added in 1950. 
Muscogee County is a reasonably typical community with a tuberculosis mortality 
rate somewhat below the rest of the country. The program there is directed by 
a full-time Public Health Service physician who, in cooperation with the practic 
ing physicians, is able to insure accurate diagnosis and efficient reporting of 
cases and deaths from tuberculosis 

Our second program is among the American Indians, where the prevalence 
of tuberculosis is many times higher than in the rest of the country. The field 
work of this cooperative undertaking was carried out in 1949 by the Bureau of 
Indian Affairs and included a high proportion of the Indian children attending 
Federal and mission schools in the continental United States. The number of 
children under study is 27,000. 

The third program is in Puerto Rico where the field work of testing and vac- 
cinating was begun in the fall of 1949 and completed in the spring of 1951. It 
is a cooperative undertaking with the insular government and was offered to all 
of the estimated 400,000 children attending school on the island. Although the 
field teams visited almost every school on the island, only about one-third of the 
expected number actually participated. Even so, we expected that the high 
tuberculosis mortality rate in Puerto Rico would give, fairly soon, an indication 
of what BCG could do. The total number of children under study is 165,000, 
including about 18,000 preschool children. 

A fourth study was undertaken in a special group—20,000 mental patients of 
all ages in State institutions in Ohio 

Table 1 shows how the population in each study was subdivided into three 
groups; the tuberculin reactors, the vaccinated, and the controls. In the first 
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three studies, about half of the populations were tuberculin reactors and not 
eligible for vaccination, leaving the other half to be divided into the vaccinated 
and control groups. The division, however, was different in each study: in 
Georgia every other person was vaccinated, in Puerto Rico 2 out of 5 were 
vaccinated, and for Indians 3 out of 4. Of the 20,000 Ohio mental patients, 
three-fourths were already reactors, leaving just over 5,000 eligible for vaccina- 
tion. In this group 6 out of 7 were vaccinated. 

The total number of persons included in the four studies is 282,000: 87,500 
vaccinated 50,500 controls, and 144,000 tuberculin reactors. The nonreactors 
were subdivided into vaccinated and control groups by strict unbiased methods 
which insure that the two groups are entirely comparable. The stage has thus 
been set for several large-scale tests of what BCG could accomplish as a broad 
public-health measure. 

You can well believe that it has been no small task to carry the studies this 
far—to tuberculin test and vaccinate as carefully and precisely as we knew how, 
to make accurate individual records, and to set up the necessary statistical 
files or rosters. The followup phase of the studies now going on consists of 
matching current tuberculosis mortality and morbidity reports with the cards 
in the rosters and, insofar as possible, to check and verify the accuracy of these 
reports. 

Let us turn now to what we hopefully expected would be, by 1953, a fairly clear 
indication of the value of using BCG in a number of different situations and 
populations. The results, in some respects, are both striking and informative. 
All four studies show that a very large part of the tuberculosis appearing in the 
study groups comes from among those who were already infected—the tuber- 
culin reactors who could not be vaccinated. In other respects, the results are 
inconclusive. Little tuberculosis has appeared in those eligible for vaccination, 
whether or not they had been vaccinated. 

The material we have collected is summarized in table 2. 

In Muscogee County there have been only three deaths from tuberculosis in 
the study population—all of them among the tuberculin reactors. The morbidity 
has also been remarkably low—only 25 new cases of tuberculosis have occurred— 
20 in the 3 years of followup of the older group and 5 in the 6 years of followup 
of the original school group. The noteworthy finding is that the bulk of the 
new cases has occurred among those not eligible for vaccination—very little tuber- 
culosis has appeared among the nonreactors. The five cases among the vaccinees 
and controls have occurred in the large group who entered the study in 1950— 
there have been no cases of tuberculosis in 6 years among either the vaccinated 
or control-school children. 

Results from the Indian study are limited to information on deaths. There 
have been 13 tuberculosis deaths among the 12,000 tuberculin reactors. Only 
one tuberculosis death has been reported for the 3,500 controls, and, if this rate 
were applied to the vaccinated, we would have expected 3 deaths, and actually 
there was none. No one can draw conclusions on so few cases, but the results 
do not disagree with the view that vaccination is of value. 

In Puerto Rico we also find a considerable concentration of tuberculosis mor- 
tality in the tuberculin reactors—24 deaths during the first few years of the 
program. In this study, however, we have a little stronger indication that 
BCG may be of value. There have been 4 deaths in the controls, and only 1 
in the vaccinated group which contained twice as many children. If we apply 
to the vaccinated the mortality rate of the controls, 8 deaths would be expected 
but only 1 occurred. The numbers, of course, are very small, but they do 
suggest that the vaccinated are faring better than the controls. 

Tuberculosis morbidity statistics in Puerto Rico are somewhat deficient in the 
completeness of the reporting and the accuracy of diagnosis, but we have no 
reason to suspect any bias related to the fact of BCG vaccination. For the pres- 
ent paper we have only a very limited, but presumably unbiased, batch of mor- 
bidity reports. They show 6 new cases of tuberculosis among the vaccinated, 2 
among the controls, and 75 among tuberculin reactors. Here again we find most 
of the cases in the reactors. Unlike the mortality data, the morbidity material 
does not show signs of the vaccinated being benefited by their vaccination. 

Among Ohio mental patients we find essentially no difference between the vac- 
cinated and controls with respect to tuberculosis mortality: 1 death among the 
700 controls and 4 among the 4,500 that had been vaccinated. As in the other 
studies, the great majority of the deaths from tuberculosis have occurred among 
the tuberculin reactors. 

New cases of tuberculosis in the Ohio study numbered 43 in the vaccinated 
and 6 in the controls. If the morbidity rate among the vaccinated had been the 
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same as in the controls, 36 cases would be expected in the vaccinated; thus the 
morbidity rate in the vaccinated is actually somewhat higher than in the con- 
trols. Again the bulk of the reported cases bas occurred among the tuberculin 
reactors, 286 out of the total of 335 cases reported so far. 

What conclusions can be drawn now from all of this work? 

First, and all four studies agree on the point, a very large proportion of the 
tuberculosis that appears in a population during the first few years after a vac- 
cination program evidently occurs in the group who would not be vaccinated 
because they had already been infected. This implies that mass vaccination, 
even if BCG is effective, cannot be expected to have a large and immediate 
influence on tuberculosis mortality and morbidity rates. 

The second major point more or less follows, and indicates why we are still so 
uncertain about the effectiveness of BCG: so little tuberculosis appears among 
those eligible for vaccination, whether or not they are vaccinated. It is possible 
that in the Indian and Puerto Rican mortality data we may be seeing the early 
signs that BCG, under certain circumstances, could be useful in tuberculosis 
control. On the other hand, it is also true that none of the morbidity compari- 
sons shows any evidence of a beneficial effect of BCG. 

The third point is that our studies do not indicate that tuberculosis in this 
country would be more effectively controlled by adding mass vaccination pro- 
grams. Muscogee County in Georgia may not be entirely representative of the 
whole country, but since the effect of the vaccination program there is imper- 
ceptible, we have little reason to expect very different results in most of the rest 
of the country. 

There has been time today only to tell very briefly about the Public Health 
Service studies. Neither these results, nor those in recent reports by others, 
indicate a need for changing the Public Health Service recommendations of 
3 years ago. 


TABLE 1.—Location and size of the BCG control studies of the Public Health 
Service 


, Vacci . Puber 
ear program lotal Contre 
Year program Location and type of study group nated 
started ’ persons ae group Ba 
ETO a rs 
| Muscogee County, Ga 
1947 Schoolchildren | 10, 000 2 500 2 200 5 200 
1950 General population 60, 000 16, 000 16, 000 28, 000 
1949__ American Indian schoolchildren 27, O00 11, 500 3. 500 12 000 
1950 Puerto Riean children 165, 000 53. 000 2S (nM 84 000 
1948 Ohio mental patients 20, 000 4 AM 7 14.800 
otal 282, 000 87, 500 50, 50¢ 144, 000 


TABLE 2.—Tuberculosis cases and deaths reported by December 1952, among 
persons in Public Health Service BCG control studies 


Relative 
ze 0 Vacci : 1 
. : " Control 
Study group sub- rype of report nated | a eul 
group roup = te 
V:C:R 
Muscogee County, Ga., population 1:1:2 Deaths ( 3 
Case 2 ; 20 
American Indian schoolchildren --_. 3:1 Deaths 
Puerto Rican childrer 2:1:3 lo l 1 24 
Cases ! 6 2 75) 
Ohio mental patients... 6:1:20 | Deaths 4 6 
Cases 4 6 RG 


1 Utilizing only a limited set of reports. 
LICENSURE OF BCG VACCINE 


(Editorial reprinted from Public Health Reports, August 4, 1950, by the Depart- 
ment of Health, Education, and Welfare, Public Health Service, Washington 
25, D. C.) 


On July 12, the Public Health Service licensed the Research Foundation and 
the University of Illinois for “manufacture, exportation, importation, and sale” 
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of BCG. Until now, licensure of the product has awaited manufacture in 
accordance with certain requirements. In view of the divergence of opinion about 
this biological product, it seems in order to consider the significance of such 
action. It means that the vaccine produced by the licensed laboratory has been 
found safe by trial with animals, that it is free from contaminating substances, 
and that it will produce a satisfactory immediate reaction in animals and 
human beings when used within the prescribed time limit. Thus, the vaccine 
may enter interstate commerce and will be available to health officers and 
clinicians who wish to use it as a protective measure against tuberculosis. 

In those places of the world where tuberculosis is a national emergency and 
where prosecution of the usual control methods is impossible, it is understand- 
able that BCG has been given extensive application. In this country, where we 
are not faced with the same deficiencies, the medical. profession for the most 
part has not advocated the widespread usage of the vaccine. The Council on 
the Management and Treatment of Diseases of the Chest, reporting for the 
American College of Chest Physicians, has recommended that the use of BCG 
vaccine be restricted to controlled studies (17). The American Trudeau Society 
(2) recommends that the use of BCG be limited to groups especially exposed to 
the risk of tuberculous infection. 

The Public Health Service, like others concerned about tuberculosis, would 
welcome any agent which would prevent the personal tragedy and public health 
problem of tuberculosis. But it has not yet been conclusively demonstrated 
that BCG is such an agent. Moreover, efforts to find more stable and suitable 
immunizing agents are going forward. Indiscriminate use of BCG here could, 
we believe, not only negate its potential future application but might divert 
attention from the control activities which are serving the Nation well and 
which, under the circumstances prevailing in the United States, could lead to the 
virtual eradication of tuberculosis. It is our feeling that we must be very 
careful not to imperil the gains we are making with proved control methods 
and must not relax in any area the pursuit of case finding and treatment to 
care for the sick and to protect the well. 

If the use of BCG in the United States is to contribute more information than 
has been gained in almost 30 years of use elsewhere, vaccination programs must 
be carefully planned. It would be desirable if State and local health depart- 
ments which are immediately responsible for tuberculosis control were to develop 
plans for the use of the vaccine in their jurisdictions and keep records of those 
who are vaccinated. A beginning has been made in Wisconsin where the State 
health department has reviewed all requests for the vaccine desired from 
research laboratories, and in New York where the State department of health 
has manufactured BCG vaccine and has kept records of persons in the State 
who were vaccinated. 

We feel that mass BCG vaccination campaigns are not indicated in this country 
where tuberculosis morbidity and mortality rates are relatively low (3). It is 
our recommendation that vaccination be limited to those persons who are 
particularly vulnerable to exposure. These include: 

1. Those physicians, nurses, laboratory workers, hospital employees, and 
others who are exposed by occupation 

2. Those individuals or groups exposed to continued contact with tuberculosis. 

3. Patients, inmates, and employees of institutions, such as mental hospitals 
and prisons, in which case-finding programs indicate that exposure to tuberculosis 
is likely to be high. 

Rost. J. ANDERSON, 
Medical Director, Chief, Division of Tuberculosis. 
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Mr. Cartyie. Are the reported cases of tuberculosis in this countrv 
on the increase or decrease ? 
Dr. Perkins. The reported cases are about uniform. TI think the 
rate of development of tuberculosis is going down but with our im- 
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proved case-finding programs, we have about the same number of 
cases reported now as in the past. 

Mr. Caruyze. It is a communicable disease but it is not communi- 
cated by food or water or milk, is it? 

Dr. Perkins. No. It used to be communicated by m‘lk. We have 
pretty well eliminated that. 

Mr. Cartyte. How about flies? 

Dr. Perkins. No. 

Mr. Carty.e. It is communicated from person to person? 

Dr. Perkins. Yes. 

Mr. Caruy.e. It is generally thought a human being has germs in 
the body that would generate tuberculosis if the person gets to the 
point the body cannot resist them. 

Dr. Perkins. There must be tubercle bacilli. Many people harbor 
the bacillus for many years. 

Mr. Cartyte. How many kinds of tuberculosis are there ? 

Dr. Perkins. Only three major types of tubercle bacillus, but many 
kinds of tuberculosis as to the organs involved. 

Mr. Cartyte. I used to hear a kind of tuberculosis referred to as 
galloping tuberculosis. How does that differ from ordinary tubercu- 
losis ¢ 

Dr. Lone. Dr. Towey has had extensive practice and could answer 
that. 

Dr. Towry. We speak of galloping tuberculosis in the case of a 
person with low resistance with a rapidly disseminating disease. 

Mr. Carty.e. Is it a different germ from the regular tuberculosis? 

Dr. Towry. No. It is the same germ. 

Mr. Carty.e. Have they ever found how to control it or to prevent 
a person from dying who had galloping tuberculosis ? 

Dr. Towry. Yes. We can do a lot with this type of disease. In 
fact, 10 years ago if a person had tuberculous meningitis in most in- 
stances he died. Many of them are living today. Ifa patient comes 
to the sanatorium today with tuberculosis ver y few of our patients die 
of tuberculosis with modern chemotherapy. They die from the com- 
plications of their tuberculosis. They also die from cancer, heart dis 
ease, hypertension, but with modern chemotherapy our patients do 
not usually die of tuberculosis. 

Mr. Cartyte. Rest is a cure for tuberculosis? 

Dr. Towry. Rest along with chemotherapy. 

Mr. Cartyie. Can they prevent the germ from spreading from one 
lung to another ? 

Dr. Towry. Only to the extent you use modern chemotherapy. 

Mr. Cartyie. Under the improved methods of treating tuberculosis, 
do they compress the lungs now as they used to? 

Dr. Towey. Compression therapy was used before chemotherapy. 
Today the treatment is isolation and rest, chemotherapy and excision, 
cutting out the diseased part of the lung where feasible. 

Mr. Cartyie. Will a vaccine prevent a germ carrier from spreading 
the disease / 

Dr. Towry. We do not use the vaccine in any person who has already 
been infected with tuberculosis. 

Mr. Cartyie. I understood that oftentimes you find a person who is 
a carrier of the tubercular germ who never has the disease. Is that 
true? 
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Dr. Towry. He never would admit having it. 

Mr. Cartyue. He was not found to have it. 

Dr. Towry. Yes, that is unfortunately true. That is why we want 
to stress the case-finding aspect of this program. I come from Michi- 
gan. We have done a pretty good job in that State with tuberculosis. 
Our case-finding activities are not what I would like to have them to be. 
For instance, we had 5 mobile X-ray units operating, but 2 have been 
shut down because of the lack of funds. I think that is poor economy. 
Last year the State of Michigan spent something like $10 million for 
the care of tuberculous patients. Thirty dollars was spent for hos- 
pitalization for every dollar for case finding, and to shut down two 
X-ray mobile units I think was very poor economy. I recently went 

down a list of patients to see how they first discovered they had tuber- 
culosis. Eighteen percent first discovered they had_ tuberculosis 
through the X-ray mobile unit. If we can get them within a reason- 
able period, we can clear them up and rehabilitate them with chemo- 
therapy; and regardless of whether it is a State responsibility or ¢ 
Federal responsibility, I think it is the poorest economy in the world 
to take out 2 X-ray mobile units which are discovering 18 percent of 
our tuberculosis. 

Mr. Dotitver. Will the gentleman yield? 

Mr. Carryte. Yes. 

Mr. Dotiiver. What do you mean by chemotherapy ? 

Dr. Towry. I speak particularly of streptomycin, INH, and PAS 
With those three drugs we have the means of controlling tuberculosis 
today. 

Mr. Doxuiver. Those are specific controls against the spreading of 
the disease ? 

Dr. Towry. That is right. 

Mr. Cartyue. Doctor, is there any way to discover tuberculosis in 
a patient other than by X-ray or an examination of the chest ? 

Dr. Towry. Well, if a man shows his symptoms, he is usually in the 
far-advanced stage. 

Mr. Cartyite. What I really meant, would an ordinary blood test 
give you the answer? 

Dr. Towry. There is no blood test that is in common use that I know 
of to discover tuberculosis. Wecan use a skin test that shows whether 
you have been infected. It does not mean you have the disease. 

Mr. Cartyxe. It is known now as a curable disease ? 

Dr. Towry. It is a curable disease now. 

Mr. Cartytx. That was not true 30 years ago? 

Dr. Towry. That is true. 

Mr. Cartyte. Oftentimes when a scar on a lung heals it perhaps 
becomes the strongest part of the lung, does it not ? 

Dr. Towry. I would hesitate to answer that. It is still a scar. I 
will let some pathologist answer that. 

Dr. Lone. May I speak to that as a pathologist ? 

Mr. Cartyte. Yes. 

Dr. Lone. One of the most difficult problems at the present time is 
to determine when that is a scar and when it is a healed lesion. We 
are trying to find a good blood test, but we do not have one at the 
present time. Through surgery, many of the scars in the early and 
late stages are being removed, and it is true the germs live a long 


or 
1 
t 








HEALTH INQUIRY 587 


time, but the time comes when they appear to be dead. It is very 
difficult to tell when that stage has been reached. 

Mr. Cariyie. Let me ask you this question: How do you locate or 
detect a carrier? 

Dr. Towry. There are two kinds of carriers. There are those that 
have the germs locked up in some organ of their bodies where they are 
not likely to ever come out. Those in a sense are carriers, but for 
practical purposes a carrier is a person who is giving out tubercle 
bacilli through coughing and in his sputum. He is really the danger- 
ous person. 

Mr. Cartyte. Oftentimes he does not have tuberculosis. Is that 
correct ¢ 

Dr. Lone. He would not be a carrier unless he has tuberculosis. 

Dr. Perxins. We do not have carriers in tuberculosis like we do in 
typhoid fever and other infectious diseases. 

Mr. Cartyte. Is there such a thing as a carrier of tuberculosis germs 
who never has tuberculosis himself ? 

Dr. Perkins. No. He may be infected, but ordinarily those will 
be inside his body and he will not be discharging them and he is not 
a menace to others. If he is discharging them, then he will actually 
have lesions in his chest. 

Mr. Cartyte. My purpose in asking the question was this: In many 
of the States—and I assume perhaps all of them—it is a violation 
of the criminal law of the State for a person to have tuberculosis and 
to know that he has it and fail to take treatment. That is true, is it 
not ¢ 

Dr. Anperson. I think I could help on that. 

Mr. Cartyie. I mean those who have active tuberculosis. 

Dr. Lona. I wonder if you would mind letting Dr. Stocklen answer 
that question, as he is engaged in tuberculosis control. That is an 
— point. 

Jr. SvOcKLEN. Practically all States have authority in their laws 
or health codes to require that a person who has tuberculosis—con- 
tagious, communicable tuberculosis—isolate himself, either of his own 
free will or through court action. Usually, we find that individual 
in this way: through taking chest X-ray, because it is a condition in 
the lung that most of these people have this disease, and through doing 
sputum tests on them to find the tubercle bacilli, which is usu: ally found 
in their sputum. 

Mr. Cartyte. When a county health officer finds that a person has 
contagious, active tuberculosis, he can compel that person to take treat- 
ment, and failure to do so, of course, would be a violation of law? 

Dr. Stock.en. The county health officer really does not compel 
them to take treatment; he compels them to be isolated. In some 
area the county health officer has the authority to cause patients to 
be removed to an area of isolation. It might be a tuberculosis hospital 
ora jail. It could be but usually is not. 

Mr. Cartyte. The reason I was following this line of questioning 
was because I was going to ask that where a person was found to 
be carrying this germ and spreading tuberculosis but active tubercu- 
losis could not be found in his chest—I was wondering if there was 
any way to compel him to take treatment. 
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Dr. Srocxien. I know of no State where a person can be .com- 
pelled to take treatment. He can be compelled to isolate himself 
either in his home or in a tuberculosis hospital, but I do not believe 
there is any statute which requires a person actually to take treatment. 
As a matter of fact, I rather doubt that you can require a person 
even to be examined, except for food handling or something of 
that sort. As an individual, I do not believe you could do that. 

Mr. Cartyute. In North Carolina, if a person is convicted of a 
crime and he is sent to prison, within a very few days he must be 
examined for tuberculosis, and if he is found to have tuberculosis, 
then it is the duty of the State to put him where he can serve his 
term in a tuberculosis sanitorium. I wonder if that law is general. 

Dr. Stockien. I think that is true of persons who have committed 
crimes, but I do not think it is true of average citizens who just happen 
to have tuberculosis. Of course, we believe the best approach to this 
is through education and not legislation. We believe we should try 
to educate these people. If they have a disease which may not only 
cause infection in their own families but may also cause others to 
contract it, we hope to persuade them to submit to treatment in order 
to make them useful citizens. We prefer to act in that manner. 

Dr. Lone. May I add to that answer? Out of experience in our 
city of Philadelphia, we have a rule which enables us to force patients 
to be isolated for practical purposes, and all of those patients who 
are isolated go through what we have there known as communicable 
disease hospital of the ¢ ity, and they all go through the treatment for 
their condition. They have just as good food. As a matter of fact, 
sometimes they have a little better. So those patients who are forcibly 
isolated do receive that treatment for tuberculosis. 

The CHarmman. Are there any further questions, gentlemen? 

We will try to get along with our regular discussion. I am sorry 
I started that question. 

Dr. Lone. It is an extremely interesting one. 

There is one question which was raised and which I think might 
be followed through on in more detail because it is important in deter- 
mining our course in the future. You raised the question about gal- 
loping consumption. I wonder if Dr. Stocklen could tell us how long 
the disease is lasting these days and how long treatment is required. 

Dr. SrockLeNn. Tuberculosis may be a very acute disease—a rapidly 
progressive disease—as indicated by the term “galloping consump- 
tion,” or it may be a very chronic disease, with the patient remaining 
ill for 15 or 20 years. In actual practice, we find patients who go into 
tuberculosis hospitals are hospitalized on an average of 1 year and 
then it requires another 6 months before they can be restored to their 
useful place in society. That is quite expensive and very few people 
van afford to pay for their own hospitalization. In other words, a 
man who is the breadwinner of the family and who must take "6 
years off from his work—his hospitalization must be financed for 
least a year. 

Dr. Lone. At that point and in connection with the question, of 
course, could I ask Mr. Leahy, a board member, to discuss some of the 
social aspects of the disease on the question as it affects the commu- 
nity as a whole? 

The Cuarrman. We shall be glad to hear from Mr. Leahy. 
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STATEMENT OF WILLIAM E. LEAHY, DIRECTOR, NATIONAL 
TUBERCULOSIS ASSOCIATION 


Mr. Leany. Mr. Chairman and members of the committee, I will 
try to be brief because I realize the committee has developed through 
its questions a great deal of information which probably might have 
been given by way of recitations later 

I was asked to say a few words, not mere ‘ly with regard to the cost 
factor but also with regard to the voluntary organizations, and, inas 
much as they are closely integrated and related to the two questions, 
might I just give to the committee the results of my own experience, 
which, as stated upon identification, is that of a director in the Na- 
tional Tuberculosis Association and our own local association, and 
more closely related to the first mass chest survey that we had, I think, 
in this country in 1948 in Washington. 

Our association is typical of the 3,000, in round numbers, local asso- 
ciations throughout the country. It isa voluntary association. We 
live by the voluntary contr ibutions of the public. Here in Washing 
ton, for instance, last year we received $17: 5,000 on our annual Christ- 
mas seal sale campaign. That $175,000 was contributed by approxi 
mately 80,000 people, and those 80,000 people were, in turn, solicited 
by approximately 200,000 and better pieces of mail which were de- 
livered to the public here in Washington. So that, as an educational 
factor alone, practically 200,000 or 225,000 pieces of mail with in- 
formation and with Christmas seals went to the various citizens here 
in our District. The result was, as I have stated—and we hope to 
perhaps better that in the days to come in this particular situation. 

As I say, it is purely volunt: ary. We have buttons; we have the 
cooperation of the radio people; we have the transportation buses and 
trolley cars and all; we have full cooperation in order to advertise the 
fact of the sale, and we do feel as though, through a voluntary effort, 
we have kept alive a certain amount of an aroused public interest in 
this problem of fighting and combating tuberculosis. 

We have not had a very good record, as you know. We here in the 
city are perhaps one of the poorer jurisdictions insofar as maintaining 
any very good record for tuberculosis. I guess probably Baltimore 
and Arizona come along with us. So we have a serious problem—a 
difficult problem—but we have enthusiastic volunteers who are work- 
ing to do the best they can to educate the people at all times to promote 
what you have heard here referred to as “case finding,” and to pro- 
mote the knowledge of tuberculosis and its dangers. 

Our public schools and everywhere where it can possibly be done 
and through every medium with the very excellent cooperation of all 
of our citizens, we hope we are doing a pretty good job. 

Why are we doing that and how is it that we get an aroused public 
out cooperating in this effort? It is because, as just mentioned by 
the medical witnesses here, of the very serious expense and great ex- 
pense involved in any attempt to arrive at a reasonable cure for tuber- 
culosis. 

I think it has already been brought out that there is approximately 
$15,000 involved for the treatment which is required for a cure of 
tuberculosis. That is a direct expense. It is on the taxpayers. It 
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is a burden we have to sustain in the public interest and for the public 
health and to protect other citizens because of the highly com- 
municable character of this disease. 

But then, too, we have the other hidden costs, such as loss of wages, 
for instance. In the last bit of statistics that we had in 1943, it was 
estimated that over $200 million in wages were lost because of tuber- 
culosis. In goods and services which might have been produced by the 
persons who suffered from tuberculosis there was a loss of another 
$350 million. We have the hidden loss which the taxpayer again must 
stand in compensation which must be paid, in pensions which must 
be considered, relief for the family of the stricken—the head of the 
family, for instance, who suffers from tuberculosis. Then we have 
the insurance death payments, and then we have the economic and 
social stresses and strains put upon a family by the attempt on the 
part of the healthy member of the family to keep the family going and 
in existence. It may be necessary to let the children out for care, and 
there are other expenses. 

So, when we add up the hidden expenses plus the actual expenses 
for the cure which we have heard described here, it has been said that 
it would approximate $30,000 for a single individual. 

Now, this voluntary payment by the public which has been educated 
to a great extent through the efforts of the National Tuberculosis 
Association and its members and related associations finally presents 
the picture of their outlay of over $20 million last year. 

Perhaps the committee would like to know how that money has been 
spent, because, after all, if the public is giving out of its pocket of the 
solicited that amount of money for the cure of any particular disease, 
it has a right to know how that money is spent. 

As has already been brought out, the national organization is made 
up of State organizations and local organizations, the local organiza- 
tions usually being i ina county. Of all the dollars collected and out 
of each dollar paid i in, approximately 94 cents remains in the State 
where the dollar has been contributed. In other words, only approxi- 
mately 6 cents out of the dollar goes to maintain and administer the 
affairs of the national organization. 

niet what becomes of the other 94 cents which remains in the 
State? Thirty-two cents, or approximately $6.5 million of those $20 
million, went to health education—trying to teach and talk to and 
advise and urge the public after they have been informed of the 
dangers of tuberculosis, and the chances of curing it. That has taken 
time. The rest of it goes to arouse the public to the point where they 
will see to it that proper facilities are provided—beds for the sick 
in the hospitals and better living conditions, better hygiene, and all 
those things which go to make up a more healthy publi, which, in 
turn, would give an added resistance to the incidence of the disease. 

Twenty percent went to case finding, which you have already heard 
mentioned as one of the most important factors in fighting the disease. 
Fifteen percent was spent on the seal-sale campaign. That is mostly 
in postage and in the necessary clerical hire required to see to it that 
these letters get in the mail. Ten percent of the $20 million went for 
the services of generalized and specialized tuberc ulosis workers and to 
operating expenses. Seven percent, or approximately $1.4 million, 
went to clinics and services to patients, and 6 percent, or $1.1 million, 
went to rehabilitation and social work; 4 percent, or $855,000, went 
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for the purpose of organizing and improving programs of local tuber- 
culosis associations, because there is close cooperation between the 
national organization and the State and local organizations. The 
national organization is supplying whatever it can in its good judg- 
ment determine to be essential factors for the local organizations to 
pursue in this fight on tuberculosis. Three percent went to other 
tuberculosis activities, which amounted to approximately $667,000; 
and 2 percent went to nontuberculosis activities, such as heart, social 
hygiene, and so forth, which will be explained later, and an unspecified 
sort of a reserve fund for contingencies of one-tenth of 1 percent, or 
$16,696. That, very briefly, gives to the committee the amount of 
money which comes in from the public on this fight on tuberculosis to 
the national association and to the State and local associations, and 
the manner in which it has been spent. We feel—and we hope the 
committee will agree with us—that we have put the money to the very 
best use for which it was contributed and that it has not gone other 
than to aid in this great program of combating tuberculosis. 

Here in the District, as we said, we have a serious problem; 40 per- 
cent of our appropriation for public health goes to this fight on tuber- 
culosis. We feel as though it is a big problem. We learned a great 
deal from this mass chest X-ray which was interrupted, as Dr. Towey 
says, in Michigan. We are engaged in the X-ray of practically all 
the employees of the larger industrial units here in the District, and 
we do the best we can in our schools in order to promote education, 
not merely among the children but through those back home, the 
knowledge that there may be better standards of living and a more 
advised and informed structure to keep tuberculosis from spreading 
here in the District of Columbia. 

Now, I do not know whether there is any other phase that you 
would like for me to take up. 

Dr. Lona. I think we should explain at this point that if we look 
at the tuberculosis campaign as a whole, we will see that there is 
a lot of cooperation in it. We have a pair of fine gentlemen sitting 
here—Dr. Stocklen, who is a county health officer, and Dr. Anderson, 
who is a Federal Public Health officer—who can give you a brief 
statement of some of the operations of what we call the official agen- 
cies; and since Mr. Leahy has raised this question of the contributions 
by the voluntary agencies, I think we will ask Dr. Funkhouser, as a 
representative of one of the voluntary agencies, to tell us a little about 
the cooperation with the official agencies of the Government. We will 
think of the District of Columbia as one of the many units in the 
country exercising good cooperation and pick up where Mr. Leahy left 
off, and after that I want to ask Dr. Barnwell, whose organization, 
the Veterans’ Administration, has made a quite exact study of cost 
and the cost of case findings, so we can follow up this question of cost. 

Mr. Funxuovser. The official agency is charged by law with the 
control of tuberculosis and the voluntary agency adds to or supple- 
ments or helps hold the hand of the official agency and does every- 
thing it can to cooperate with the official agency in its program of 
control. 

In the District we have a very acute problem in that we have a 
tremendous caseload without sufficient facilities. All of this cooper- 
ation with the official health agencies—the Health Department, the 
Public Health Service—and with the schools makes for a pretty con- 
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certed effort within the limits of our money to carry on a program 
for the control of tuberculosis. 

Dr. Lone. Thank you. May I ask Dr. Barnwell if he would take 
a very important segment of this whole problem—the Veterans’ Ad- 
ministration cases of tuberculosis—and tell us something of the cost 
of the program and also the manner in which many cases are dis- 
covered and taken care of ¢ 


STATEMENT OF DR. JOHN B. BARNWELL, NATIONAL TUBERCULOSIS 
ASSOCIATION, WASHINGTON, D. C., DIRECTOR, TUBERCULOSIS 
SERVICE, VETERANS’ ADMINISTRATION 


Dr. Barnwett. Thank you, Dr. Long. May I dispose of the new 
cases first? I shall first cover the X-ray of wall admissions to our 
hospitals routinely and the X-ray of personnel who have to care for 
the veteran patients. That has been going on for some years now and 
has resulted in a fairly steady drop in the number of cases found 
among our ania to the point now where we think it will stay, 
because it is lower among our personnel now than it is among the 
population in which they live, and that is about seven-tenths per 
thousand persons. We think also that that is a comparatively fixed 
group—the employees—and we think that is also happening perhaps 
among other fixed groups, and that is the service-connected group who 
are treated as outpatients and they are X-rayed every time they appear 
for treatment, unless they have had a previous X-ray within 6 months. 
_ at group originally showed a high rate of around 2 percent of the 

‘ases of those who came to our clinics, but that has ste: idily dropped 
ond now is becoming a fixed rate, lower than that of the population 
among which they live. 

As for costs, we were interested and prepared this study at the 
request of Dr. Anderson from the Public Health Service, who desired 
to find out the total cost involved in these cases. 

These figures relate to the 5 fiseal years preceding June 30, 195 
The total spent by the Veterans’ Administration through that a 
of time was over $1,128,552,000 on tuberculosis, and that is broken 
down in this way: $339,980,000 was the cost of hospitalization. 
About 10 percent of that figure was spent in non-Veterans’ Adminis- 
tration hospitals or on the service-connected cases or on women pé itients 
or in the Puerto Rican area where the Veterans’ Administration has 
no tuberculosis beds and must depend upon other hospital agencies. 
That total cost of hospitalization, however, is only 30 percent of the 
entire sum spent on tuberculosis. 

Sixty-four percent is the cost of compensation and pensions which 
figured over a 5-year period to be $727,768,000. 

The Cuarmman. Over how long a period of time do your figures 
cover ¢ 

Dr. Barnwe.u. That covers 5 fiscal years. 

Mr. Hesevron. Does that take into account the cost of construction 
of hospitals? 

Dr. Barnweww. That cost during that period was $48,308,000, and 
that includes $32 million for new hospitals or additions or conver- 
sions of old hospitals, and it includes other capital expenditures and 
major repairs and includes equipment. 

The Cuatrman. How recent is the 5-year period ? 
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Dr. Barnwe.u. These 5 years? 

The Cuarman. How recent is it ¢ 

Dr. Barnwe.-. It is to June 30, 1952. 

Education and training of our personnel involved $410,000, and 
research amounted to only $867,000, which, however, we think is a 
comparatively inexpensive figure over that period of time, for it 
has yielded us very solid results in the development of treatment 
among our patients and has at least halved the death rate in our 
hospitals for tuberculosis. 

It interested me that it cost us more to bury the dead tuberculous 
veterans than it did to educate and train the personnel. That figure is 
$827,000. 

Now, as Mr. Leahy brought out, there is not in this figure the amount 
that the Government paid out to the dependents by way of imsur- 
ance—Government insurance is not represented and I could not get 
a breakdown of how much of that went to those dying of tuberculosis. 

I think that is all. 

Dr. Lone. Thank you very much. That gives us the picture. 

Dr. Barnweitt. May I make one other addition to that? It also 
does not include money spent on tuberculosis among the Veterans’ 
Administration employees. That comes from the Employees Com- 
pensation Commission, and that amounts to $3 million a year. 

The CuairmMan. Those figures are very illuminating as to the tre- 
mendous cost that is incident to this disease. 

Do we have any comparable figures for the whole country? In 
other words, do the State governments and local governments and 
the various institutions which we have throughout the country taking 
care of tubercular patients—are there any figures on that sort of 
thing ¢ 

Dr. Lona. Yes, sir. I mentioned some briefly in the beginning. 
The total cost for medical care throughout the country was approxi- 
mately $300 million. The other indirect cost, taking into considera- 
tion loss of wages and matters like that, would bring it wp to possibly 
double that or $500 million or $600 million more. 

I think it is a fair statement to say that the country as a whole 
probably loses $600 million a year as a result of tuberculosis. 

The Cuamman. What I had in mind particularly was the expense 
that the Government goes to. We have been given the figures so 
far as the Veterans’ Administration is concerned, but I suppose that 
there are other moneys which are chargeable to the Federal Treasury 
and which are being spent through one source and another. In addi- 
tion to that, we have all of our State institutions and our county 
institutions. 

Dr. Lone. That all adds up to that figure of $300 million. I do not 
believe anyone here has the complete breakdown on that, but we could 
very easily get from Dr. Anderson the figure of the Public Health 
Service and also from Dr, Karel what is being spent by another portion 
of the Public Health Service on research. 

Dr. Stocklen can tell you what a typical city like Cleveland, Ohio, 
spent, but I think you will find the whole thing adds up to about 
$300 million. 

Let us ask Dr. Anderson for some information along that line. 

Dr. Anprerson. We have been trying to estimate the amount of 
money spent by the Federal Government as a consequence of tubercu- 
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losis specifically, and it looks to us lke it is about $325 million a year, 
in terms of treatme  enmnpe n sation. and re hef, and that sort of thing. 

Dr. Towry. I might be able to give you a little light on that based 
on what has happened in the State of Micl higan. The State of Mich- 


> 


igan pays $3.50 a day for dependent patients or indigent patients 


which are hospit alized. and in addition to that they pay the entire cost 
for the care of what they call State-at-large cases. The State-at-large 


cases are mostly nonservice-connected veterans. In addition to that, 
there are patients without residence. The cost last year for the State at 
large and the $3.50 a day amounted to about $7.2 million. In addition 
to that, we have four State institutions which probably net the State 
around about $2 million a year In cost. 

Dr. Lone. I made a calculation sometime ago myself, Mr. Chairman, 
with regard to the national personal income, and I believe I figured 
it was somewhere around $270 billion or $280 billion a year, and we 
figured that the expense of tuberculosis is about $1.40 for every $1,000 
of personal income in this co intry. 

Dr. Perkins. Mr. Chairman, as others have pointed out, the great 
majority of that amount that is spent is from the official sources— 
the Federal, State, and local sources—and it makes our $20 million 
raised by the seal-sale program look pretty small. By itself it seems 
pretty big, but when you compare it with the total cost it is quite 
small. Of course, that brings up the matter of ap propriations. I 
know this committee is not concerned with ap propriations, but this 
is the committee that is responsible for establishing the Tuberculosis 
Division in the Public Health Service, so I think perhaps you would 
be interested in this matter and with the marked reduction in grants- 
in-aid to the States that has caught many of the States at a bad time 
ne has p laced them in a ve ry bad position, particularly those which 

ave their legislatures meet only every 2 years, who in turn have asked 
for help from our State and local tuberculosis associations to try to 
fill the gap until they themselves can take over at least some part on 


their own and make up for the money which they formerly received 
through these Federal grants-in-aid. Our State and local tubercu- 
losis associations cannot do too much along that line, as you realize 
in comparing these figures. They can help out for a period of time, 


but not too long. 

While I am on that, I would like to mention that the National 
Tuberculosis Association was quite disappointed when the money was 
eliminated for the assistance by the Public Health Service and which 
the p ublic Health Service has given in the past for these big mass 
X-ray case-finding surveys in large c ities. The Public Health Service 
deve loped 2 teams of 18 mobile units each which went around to the 
various cities that requested such service, so that anywhere from 70 
to 90 percent of the adult popul: ition could have their chests X-rayed 
in a period of a few months. That is the only way in which you can 
pick up these salle’ cases of tuberculosis, and that is at a time when 

uu can rest assured of being able to cure them and also to eliminate 
the er of the disease to other citizens. Obviously, a given city 

annot afford to have any such capital investment or such a large 
organization of personnel, but we felt that was a very good program, 
and we were very disappointed when that money was cut out of the 
current ap propriations. 
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Y-rays taken on mass radiography projects for the United States by fiscal and 
calendar years 
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The CHairman. In what year was that cut out ¢ 

Dr. Perkins. Just this year. I think the feeling was that with the 
new drugs it was possible to cut ww on the program, but when you 
have better methods of treatment, it is all the more mportant to find 
your cases so you can give them benefit of the improved method 
of treatment. Whether or not it will be possible to restore that at 
some time in the future, I do not know. 

Mr. Hesevron. I notice a reference in the association’s statement 
to that, and this sentence in particular, “The program can never be 
officially duplicated by either States or cities, since the ¢ apital needed 
for equipment and personnel would be most impractical, due to the 
fact that after use over a period of 4 to 9 months, the equipment is 
not needed until 4 or 5 years later.” 

[ can appreciate your concern and disappointment, but, on the 
other hand, there is some responsibility down here which we have 
to assume ourselves. I can add that every one of these gentlemen 
who have been here as your predecessors- -and I assume those who 
will come afterward—will make good cases for appropriations for 
their particular activity. Yet I think, as I said to one group, we 
must not delude ourselves. We might just as well be as realistic as 
we can and consider the situation which faces us and which will con- 
tinue to confront us for many years, until some alternative is reached 
by which we can relieve ourselves of the present extreme program in 
our defense effort. 

I do not see, for instance, if the State governments concerned are as 
interested in this whole program as I understand they are, why the V 
could not work out regional plans and utilize the equipment and 
personnel to the fullest extent. It does not seem to me that this is 
necessarily a thing which we should just neglect and do nothing about. 
I think there are other alternatives that might be employed. 








596 HEALTH INQUIRY 


Dr. Perkins. May I say I realize, too, that cuts in Federal expendi- 
tures are necessary, but it was my Judgment also that it might be 
better to further reduce the grants to States. 

Mr. Heserron. I was not trying to defend that. As a matter of 
fact, I did not know we did it. 

Dr. Towry. I read that statement this morning which you have 
just repeated, and I commented that I thought it was very poorly 
worded, especially wherein it stated that it would not be needed for 
for5 years. I think the statement should be qualified. 

We in Michigan, in most of the areas of our State, are faced with 
empty beds today in our good physically constructed and staffed county 
institutions. We are begging for mobile X-ray units. I think what 
they had in mind was this mass X-ray survey in the large metro- 
polit: in centers where they would throw in—I do not know how many 
units—but we would like to have one of those units in our territory 
for a year to help fill our beds from what we know are active cases, 
and they are walking the stree ts, but we cannot go out and say “You 
have got it, and you have got it,” but we have got to have the technique 
and the funds to go out and find them. I think that statement was 
very poor ly worded. I do not know who wrote it. 

Dr. Perkins. I think I wrote it, John. 

Dr. Lone. Well, we have got that difference ironed out, anyway. 

I do not know, Mr. Chairman, how long you wish to hold this 
meeting, but we are quite willing to stay as long as you can use us. 
We do have several people who have come here with reference to one 
of the important phases of this program, and that is prevention. It 
is one thing to find all these cases which have already developed and 
treat them, but certainly one of the most important things is a strong 
prevention program so that we will not have this problem indefinitely, 
and that is what we want. I think we should have some discussion 
as to what we should do to shorten this problem through a campaign of 
prevention. 

The Cuarrman. I think it would be very appropriate to have some 
statements made on that particular subject. I think you are hitting 
the nail on the head when you speak of that. 

Dr. Lone. I would like to call upon Dr. Stocklen again, since he is a 
man who is on the firing line as a county health officer, and we think 
of them as particularly important, and I would also like to call on Dr. 
Anderson and Dr. Perkins, and they can all speak up. 

Let us take the case of Cleveland, Ohio, which is located in Cuya- 
hoga County, and see what Dr. Stocklen did with what he had and 
what he lacks and what he has to have to make the thing go faster. 

Dr. Srockten. We have a population of 1.4 million in C uyahoga 
County. That is the county in which Cleveland is located. 

The Cuarmman. That includes the city of Cleveland? 

Dr. Lone. ‘It includes metropolitan Cleveland, as I understand it. 

Dr. Srockien. The population in that area is 1.4 million, and last 
year we had 234 deaths from tuberculosis. We have about 14,000 
known cases in our register, and we find about 2,300 new cases each 
year. In that community we have 900 beds for the care of tubercu- 
losis, and we have 200 patients on the waiting list. We have 750 addi- 
tional people who are active but who are not on the hospital waiting 
list. In other words, we have enough trouble with the 200 who are on 
the waiting list without worrying about the other 750 at this time. 


ren ees 
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If we had all the money we wanted—and, of course, we never will 
have—we would want more hospital beds; we would want more money 
to pay nurses so we could hospitalize all of these known cases of 
tuberculosis—that is, the 200 on the waiting list plus the 750 who are 
active but not on the waiting list; we would want to expand our case- 
finding program. We have a good case-finding program. We have 7 
health centers with these small X-ray units; we have 2 county clinics 
with small mobile X-ray units; and 3 mobile X-ray units, and we 
would like to have at least 2 more mobile X-ray units. 

I might say that the Public Health Service came in during 1949 and 
X-rayed 700,000 people in our area, and as a result of that, instead of 
finding 2,300 cases that year, we found 4,000 cases of tuberculosis. 
The results of that year were so successful that we asked them to come 
back in 1952. They did not have much time, but they did X-ray 
100,000 people, but we would like to get to the place where we can 
X-ray at least 300,000, which is somewhere in the neighborhood of 
one-fifth of the population, every year. I would like to say when this 
type of thing is well done, then you are doing it year after year, and we 
try to point out the areas where we have the most cases. 

The CHarrMan. How much does it cost to carry on your case-finding 
program in the county ? 

Dr. Srockien. The mobile X-ray program in the entire county costs 
about $50,000 a year. However, the rest of the case-finding program, 
including operating clinics, costs something like $200,000 a year. 

Dr. Lone. That is in a population of 1.4 million. 

Dr. Srocxien. Our total expenditure in Cuyahoga County for 
direct case finding and hospitalization is $4 million. We have made, 
I think, a fairly accurate study—as accurate as could have been 
made—on the wages lost by people who have tuberculosis and the po- 
tential earning power of people who die of tuberculosis—and this 
was done in 1950—and that amounted to over $4 million also. On 
that basis, the figure given you here—Cleveland was not referred to 
as the 1 percent study—but if we project that forward, it would cost 
actually about $400 million a year to care for tuberculosis. That is 
public cost. I might add that the private care of the tuberculous is 
a rather minor part—at least, the institutional care—and the disease 
is so expensive that very few of these people can afford the cost of a 
year’s stay in the hospital. So the result is that most hospitalization 
is done at public expense. 

Mr. Hesevtron. What is your experience in Cleveland as compared 
to other places as to the ine idence of cases ¢ 

Dr. SrockLeN. We find about 2,300 new cases every year. 

Mr. Hesevron. How does that compare with other cities? Do you 
know ? 

Mr. Funxnovuser. Yes, sir. We find 2,000 cases in Washington on 
an average each year. 

Dr. SrockLen. Of course, we do not know the actual incidence of 
tuberculosis, because we never know. Those are just the cases we 
find. We never know how many there are in the population. There 
very probably are more new cases developed every year that we do 
not find. I think it is interesting to note that even though we have 
to recognize that we are doing a good job, 25 percent of the people 
who enter our tuberculosis hospitals—who die in the tuberculosis 
hospitals—die within 3 months after they get in. About 10 percent 
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of the people are not known to have tuberculosis until a death certifi 


cate is sent in. That is very good. In certain sections of the country 

50 percent of the peop le \ li die of tuberculosis are not known until it 
is reported on i death certificate, and in our case 1t happens to be 10 
ercent and, as I say, that 1s one of t e better records 


Mr. Hest LTON. Do you havea law that requires the attending physi- 
clan to report on the contagious aiseases 
. J ys ‘ 

Dr. Srock.Len. Yes, sir; there are State laws which require that, 


and in some cases the law 1s imnored, but in other cases a case actu 


ally is not known until they die of tuberculosis. 

Dr. Lone. That is not n frequ tly the case in poor parts of a town. 
I am connected, as I indicated, with a clisp nsary which covers a pop- 
ulation of about 200,000, and actually our worst part of that whole 
probl m 1s in the lodginghouse district the floph use district—where 
there are hundreds of old men who are usually below par and in bad 
condition, and they do not know what is w rong with them and do not 
go to anyone seeking aid or treatment but just die there. We have had 
nurses who have gone into some of those rooms and have actually 
found a man dead. Post mortems, if one is performed, will indicate 
he died of tuberculosis, and vel he never came to medical attention 
before that time. That would not hold true for the country as a 
whole, but it does hold true for certain parts of it, which accounts for 
the fact that all cases of tuberculosis are not reported by doctors at 
an earlier date. 

The Cuarrman. What was the amount of the appropriation which 
you say was eliminated this year for these mobile units? 

Dr. Anperson. The appropriation this year for tuberculosis was 
$6 million. 

Mr. Hesevtron. How much? 

Dr. Anperson. $6 million. It eliminated $1,200,000 approximately, 
which had been intended for mass chest X-raying in big cities. 

Mr. Heseuron. May I get in a plug for Congress at this point. I 
think you will agree with me that Congress appropriated more for 
your purpose than the Budget Bureau recommended; is that right ? 

Dr. Anprerson. Yes, sir; that is right. 

The Cuatrman. Well, it does not seem to me that even $1.250,000 
would go very far in providing X-rays for the whole country. 

Dr. ANpERson. That program was limited to big cities, Mr. 
Chairman. 

The Cuairman. How many big cities did you have to cover when 
you did have that appropriation ? 

Dr. Anprerson. There was a total of 28 that we covered. We 
X-rayed 8 million people in that program. 

The Cuamrman. Did you cover Dr. Long’s city of Philadelphia? 

Dr. ANpERSON. No, sir: we were in Raa we got that close. 

The Cuamman. Did you cover the city of Camden, across the 
river from Philadelphia - 

Dr. ANDERSON. No, si 

The CHatRMAN. eee could you escape such large cities? 

I asked Dr. Stocklen as to the cost there in Cleveland. I understood 
him to say it was $50,000. 

Dr. Srocken. The $50,000 was for operating three mobile units. 

The Cuaiman, I am trying to visualize what this means, having 
in mind that we have been holding hearings for over a week and hay- 
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ing the different figures presented to us which we have had. Now, 


1 


this is only one disease, tuberculosis, and yet visualize what that costs 
to do just this small, so to speak, thing that you speak of, and ther 
multiply it by all of these other activities and diseases which have 
come to our attention, and it 1s st ipendous. Lhe OLY Way lL know 


how to do it is to cut out foreien aid. 
Mr. Cartyie. That is right, Mr. Chairma 
Dr. Perkins. Of course, Mr. Cl 


hairmiah, tuberculosis 1S a compete 


unnecessary clisease, because it is a ComINudlils t le al seause, 1 Conti 
with heart disease and cancer, which we can never get rid of com 
pletely. ‘There is no excuse for tube erect losis. 

The Cuarman. I have not finished what I started to say. 


Dr. Perkins. Oh, pardon me, it. Chairman. 

The CuHarrMan. I would not want anything that I have said 
cate that I do not think that this would be a worthy expenditure, 
I am trying to point out that with all of the diseases with which ow 
peop le are affected and the cost incident to their care it is suc h that 
it just seems to be be yond the realm of soaaibility that you can do all 
of the things you would like to do, and it also occurs to me that it has 
a local aspect ‘that must be given consideration. 

The Federal Government cannot be expected to do it all. There 1s 
the State and there is the local community, the county, and then the 
still smaller units, the cities, boroughs, townsh ips, villages, and so 
forth. There should be a sharing of this responsibility. 

I want to say to the credit of the National Tuberculosis Associatio! 
that I think you have done an admirable job in creating interest on 
the part of the public in assuming a part of the responsibility. 

Your organization, I think has been more or less of a pioneer in this 
public appeal for funds. 

The first recollection I have of any organization that has done it 
on a worthwhile scale has been the Tuberculosis Association, and I 
think the appeals you have made for funds have been responsible for 
creating the interest that the public has in the question of the control, 
the prevention, and cure of tuberculosis, interest that has been ex- 
pressed far beyond the amount that has been contributed to your 
organization. 

In my own county, Camden, we have an institution there that has 
cost millions of dollars. We are very proud of it. We have our 
State institutions at Garden Lake in New Jersey. All of this has the 
backing of pressure groups, so to speak, in the legislature, of groups 
in counties and units of government, and so forth. 

[ think you probably have created that pressure. I think you have 
done an admirable job in awakening the public conscience to the neces 
sity of it and their responsibility in this matter, but we must recog- 
nize, as I have tried to point out here, that it is far beyond just a 
Federal matter. 

There is a place for the Federal Government to take a part, and 
that is the purpose of these hearings, as far as this committee is con- 
cerned, and we can only deal with it in that portion of the Govern- 
ment we have to do with, and we want to do something that will 
awaken interest in this. 

I wish the Appropriations Committee could have sat here with us 
in these hearings that have taken place over this past week and that 
will take place in the week or two that is ahead of us. They should 


t ma 
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have been given that information and it would be helpful to them in 
their work. ot 

I think too much of our appropriating is a hit-or-miss proposition. 

I do not think it is possible, under our present system, for the mem- 
bers of this committee to give the intimate attention to the problems 
that come before them that many of the problems are entitled to have, 
and this is one of them. 

If they had before them the same thoughts that you have expressed 
to us, not only in this connection, but in connection with the other 
diseases which have been presented to us, I would think that they 
would hesitate a long while before they would take out any appropria- 
tion for public health, and certainly not the part that you speak of as 
so important to the case-finding system. 

Let us hope in some way or another that we can create this interest 
in that portion of the Government that has some authority to act in 
matters of this kind. 

Mr. Heseiron. Mr. Chairman. 

The Cuarrman. Mr. Heselton. 

Mr. Hesevron. Dr. Anderson, how many of those mobile units did 
you have in use? 

Dr. Anperson. Two 18 X-ray unit teams. They function as teams, 
18 X-ray units each. 

Mr. Hesevron. How many physical units did they operate? 

Dr. Anperson. By the X-ray unit we mean an X-ray machine. 

Mr. Heseiron. Yes. 

Dr. Anperson. There were 18 of those X-ray units put together 
in the 2 teams so that there would be a total of 36 X-ray operating 
units. 

Mr. Hesevron. When I talk of units and you talk of units we are 
talking of the same thing? 

Dr. AnpErson. The machine with the people to operate the machine. 

Mr. Heserron. The machine with the group ? 

Dr. Anperson. Yes. 

Mr. Hesevron. You had 18 of them? 

Dr. Anperson. Thirty-six X-ray units with the people to operate 
them. 

Mr. Hesevton. Thirty-six in all? 

Dr. Anprerson. Yes. 

Mr. Heseiron. What has happened to the machines and the 
personnel / 

Dr. Anprerson. Well, the personnel are being reduced in force. 

Mr. Heseuron. Reduced in force? 

Dr. Anprerson. Yes, and some of our machines will be used in con- 
nection with one of the other responsibilities of the Public Health 
Service, namely, the examination of the immigrants coming into this 
country under the increased immigration quota under the Displaced 
Persons Act. 

Some of the other machines will be used along the Mexican border 
in connection with the immigrant Mexican farm-placements program 
of the Department of Labor. 

Several units will go to the Indian Service in connection with their 
program, and the other units will be placed on loan or made available 
to areas with high tuberculosis rates in the States where some of them 
ure requested, 
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Mr. Heseron. States like Michigan ? 

Dr. ANpERSON. It could be a State like Michigan, that is right. 

Mr. Hesevron. I mean that problem of utilizing the State’s interest 
has not been followed up ? 

Dr. Anperson. These units will be parceled out, will be sent out 
in lor 2 or 3 units, not as a team for big city work. 

The States have been conducting intensive campaigns, reaching 
about 14 million to 15 million persons a year with the State owned 
and operated units. Support of a part of this has been contributed 
through grants-in-aid funds of the Federal Government. 

Some of those State units, I think at least those Dr. Towey is re- 
ferring to, are having to be put up in Michigan. 

That program of X-raying 14 million or 15 million persons per year 
would not meet the qu: alifications some of the men have set for X-ray- 
ing the adult population once every 5 years. The 1 million or more 
we check every year with our PHS teams was part of that 14 million 

‘15 million total taken in the country. 

ile . Heserron. There are obviously some things that the Federal 
Government can do better, and at less expense than the State 
governments, 

I think the tendency has come up in recent years to load everything 
on the Federal Government. 

I think the time has come to be very frank about it. We have this 
Commission in operation now, and we can let the Federal Government 
do what it can do best, and let the States and local communities do 
what they can do best. 

With that in mind, I agree with the chairman, as I said before, that 
it is not a matter of adding all of the requests and going to the Appro 
priations Committee and saying, “Here, we want a blank check.” 

One very sincere person was here the other day, and he said he 
wanted something like 4 cents per capita, and he ended up saying he 
must have $2. 

You know well if you applied that sort of rule around here we 
would be in a hopeless mess. 

I think out of these hearings there will come a better understanding 
of where to place emphasis in the Federal Government and on the 
abilities of the volunteer people who join up with the State people, and 
that the cost, after all, is coming out of the taxpayers’ money. 

The CHarrman. Mr. Carlyle. 

Mr. Cartyie. I am not sure at all that I agree with the gentleman. 
I think these are national problems that we are dealing with, and they 
should be kept on a national level. We have the money with which 
to handle these problems, if we will spend it in the right way. 

The Crarrman. I do not know where there is any considerable 
amount of money unless it would be from foreign aid. 

Dr. Towry. May I leave this one thought with the committee? In 
our State we have an influx of 350,000 people a year. 

Now, some of those are transient laborers, Mexicans who come up 
to work in the sugar-beet fields, and some of them are those who come 
up to work in industrial areas, and it is generally recognized that 
Michigan is hospitalizing a good many patients that lawfully do 
not have legal residence in the State of Mic ‘higan. 

The Cuairman. I guess a good many States have that problem. 








602 HEALTH INQUIRY 


There is a great deal of population that comes over from Puerto Rico 
to New Jersey. 
Dr. Towry. That is right. 


I bring that up because this committee deals with interstate com- 
merce 

The Cuarrman. Well, we do not have jurisdiction over immigration. 

Now, Doctor, et else can you bring to the committee ? 

Dr. Lone. Mr. ( irman, we could go on for some time, but we do 
not want aoe you W th too many detai Is. It is possible that you 


would like to know of some of the other activities of the Pub lic Health 
pervice 

The Cuairman. It is up to you as to what you wish to bring to our 
attention. 

1 do want you to know that the record does not necessarily have to 
be confined to what is said here by way of discussion or in answer to 
questions 

The record will be open for you to submit to us whatever statements 
any of these gentlemen wish to make to supplement what they may 
have said here today, or any general information that you may have. 

In other words, we want to make the record just as complete as we 
can. We will have to depend on you to see that we get that. 

Dr. Lone. Yes, sir. 

The CuarrmMan. We do not want you to feel that you will have to 
say everything that you would like to Say tod: ay. 

Dr Lone. Then I might suggest just this: I would like to introduce 
a little with respect to the significant investigations that are going on 
to improve our knowledge of hae rculosis, and call your attention to 
some of the investigations being financed by the Government. 

I might briefly mention some ; financ ing by our volunteer National 
Tuberculosis Association, and then I think I would try to summarize 
in 3 or 4 minutes what I consider to be the high spots of the discussion 
this afternoon. 

I think I will ask Dr. Karel, of the Research Grants Division of 
the National Institutes of Health, to say a word or two about the gen- 
eral program they have in mind. 


STATEMENT OF DR. LEONARD KAREL, MICROBIOLOGICAL INSTI- 
TUTE, UNITED STATES PUBLIC HEALTH SERVICE 


Dr. Karev. Mr. Chairman, much of what I could say is already in 
the prepared statement which was submitted to the committee at the 
beginning of these hearings. 

In the interests of brevity I would therefore like to say only this: 
Through the mechanism of the research grants apparatus of the Public 
Health Service—more specifically through the appropriation of the 
National Microbiological Institute—we are at present supporting, on a 
nationwide basis, 29 projects, which are costing the taxpayer, in round 
figures, $350,000. 

These projects range anywhere from “studies of the effects of 
diets on tuberculosis in animals” through the “treatment of tubercu- 
losis by the most modern methods in children,” and on down to 
experiments dealing with the “survival of tubercle bacilli in sewage.” 

For much more authoritative statements than I could make, I 
should like to refer to Dr. Long who was associated with the Public 
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Health Service as one of our outstanding consultants for a good 
many years—until recently—and who is in a much better position 
than I am to give you the scientific crux of what we are doing. 

Dr. Lone. I would just repeat what I said a few moments ago 
that we cannot tell how much data will ultimately accrue from the 
investigations which are under way at this time. 

There is a very fine medical research program going on through 
out the country, and I anticipate in 25 years that we will make as 
mu h advance as the research programs of 2 ” vei irs ago did, and from 
which we are benefitting nov 


J do hot th ink we need to discuss t! ose, ‘| here is al 200d deal of 
researc h voln Y” on, an l as ] pointed out we need more money with 
which to do it, but everybody is doing the very best they can with 
what is available. , 


L think we can ascertain many facts from these research programs 
for years to come, 

\ ver\ Import: int seoment of that is the training of young men al cd 
women tor the future. 

We are dependent on the doctors of the future to make new discov- 
eries, and to take advantage of the new methods which will develop in 
other sciences while we make further progress. 

Mr. Hesevron. Is your re ls ationship quite close with the National 
Science Foundation and their Medical Division ? 

Dr. Karex. Our relationship with the National Science Founda- 
tion is on a liaison basis. 

More specifically in regard to that relationship, it is not peculiar to 
the Public Health Service, but extends right across the board for all 
Government agencies which are engaged in research. 

We are ob liged by the law to keep the National Science Foundation 
informed ot what we are doing, so that ultimately they will be better 
able to coordinate the efforts ot all Government agencies which are 
engaged in research. 

However, the National Science Foundation, so far, has very largely 
kept out of the type of research which the Public Health Service 
IS supporting. 

Mr. Heseiron. I notice in the grants that they reported last year 
very little where they seem to cut across the research done by the 
Institute. 

Dr. Karen. It may be of interest to the committee that in order to 
prevent unnecessary duplication, there is effective liaison not only 
among all the various Government agencies engaged in the support of 
similar types of research, but also with private foundations such as 
the National Tuberculosis Association and the American Cancer 
Society. 

Mr. Hesevton. Do you know, or does anybody here know, whether 
the Medical Division of the Atomic Energy Commission is giving any 
attention to your problem ? 

Dr. Karev. To the best of our knowledge any attention which they 
are giving it relates to the use of materials which they themselves make 
and would therefore refer to the use of radioactive materials as 
tracers rather than to the whole broad program as we encompass it at 
the National Institutes of Health. 

Dr. Lone. I think I can give you a specific example. Where we 
can use their materials to advance this research we do. Say radio 
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active materials enable us to identify certain products, to trace them 
along the line in the human body or a culture. 

For instance, I happen to be associated in an investigation where 
we are trying to determine how tubercule bacilli grow and build up 
body substances. In the old days we did not know very much more 
about it than if you give this you come up with this. We can trace 
through this means the growth and development of that organism 
almost step by step. It is a remarkable advance. 

The Cuairman. I certainly have been greatly pleased with the 
record that has been shown by the Public Health Service officials who 
have appeared — before us in setting forth the work that they are 
doing in research 1 1 respect to these different diseases that we ‘have 
had under discussion. 

Now, is there anything further, Doctor? 

Dr. Lone. Perhaps at this point I might attempt, very briefly, to 
summarize what we have covered today. 

The Caatrman. Yes. 

Dr. Lone. We have tried to give you a general picture of our present 
status in regard to the control of tuberculosis, and the problems we 
hope to solve in one manner or another in the future, problems of 
improved control. 

We took quite a bit of time, and I think profitably, on the matter of 
the potential value of vaccination. 

As I pointed out, that is a subject that is still in the investigative 
stage, and a lot of work is being done on it in this country, and cer- 
tainly effective work with vaccination is being done in certain portions 
of our American population. 

A great deal of stress has been laid on this question of case finding. 

It is an important means of prevention, and in order to achieve that 
you have to find the cases early and prevent the dissemination of 
the infection to others. 

We have emphasized the necessity of the isolation of patients that 
have the disease in an infectious form, and we have pointed out that 
we must have more hospital beds in order to take care of tuberculosis 
patients that we know about. 

We have indicated that we have good methods for the treatment of 
tuberculosis. 

They are based, fundamentally, as one member of the committee 
ointed out, on rest, and within the last decade the rest treatment has 
een supplemented very effectively by new treatment, by drugs, and 
methods of surgery. 

We have all agreed that prevention is the key of the tuberculosis 
problem. 

It has become obvious at the same time that that prevention is a 
matter of cooperation between a large group of agencies, both volun- 
teer and official. 

There are volunteer agencies and the official agencies, and the official 
agencies include a whole series of agencies from municipal agencies 
through the counties, the States, and the Federal organization, and 
there is effective cooperation I think we may fairly say in that large 
group of agencies. 

We have heard with great interest on the part of all of us of the 
special program of the Veterans’ Administration. 


HEALTH INQUIRY 605 


They have done not only a very fine job of taking care of the vet- 
erans, but they have used their organization for the purpose of carry- 
ing on research, and the facts they have learned are proving of great 
value in tuberculosis control and probably in other fields than tuber 
culosis. 

We have heard discussion of the cost of tuberculosis to the com- 
munity. 

In the first place there is the cost in disability which is large, and 
which is going down. 

Then there is a very considerable money cost involved which is con- 
tinuing and will undoubtedly in the future continue to be high. 

As an example of cooperation and an indication of what we need 
in the future we have discussed the problem of a single city, what 
they are able to do with what they have had at hand and what they 
could have done if they had more fae ilities available. 

Out of that, as a result of the chairman’s calculations comes the fact 
that the costs of such an ideal campaign are simply staggering, and I 
think he sounded the key to the whole thing when he : said that in order 
to meet those costs we have to have more extensive cooperation among 
all of the agencies that can take part in this program. 

The Cuarrman. Have you finished, Doctor ¢ 

Dr. Lone. Yes, sir. 

Mr. Hesevron. That is a very good summary, Doctor. 

Dr. Lone. Thank you, sir. 

The Cuairman. We are very grateful indeed to you gentlemen who 
have come here at considerable inconvenience. 

There are some of you who have come from a distance, and I can say 
that you have created interest in this committee by what you have 
brought to our attention. 

I hope you have been able to discern that the committee is very 
greatly interested in knowing all that they can with respect to these 
different diseases to the end that we can do something that is helpful. 

We must all admit that the task is tremendous when you take into 
consideration all of these diseases. 

The facts that you have given us indicate how great the task is just 
with reference to tuberculosis, but when you multiply that by the 12 

15 other diseases that we are inquiring into you can see how tre- 
mendous the problem really is. In fact, it seems, at times, to be almost 
overwhelming. 

I want to think in terms of trying to do something that will be 
helpful in the way of shaping policies or finding solutions, or even 
being helpful, even to a small degree, to those within our country who 
are entitled to our heip. 

We thank you for the effort that you have made in coming here 
today and giving us of your knowledge, of your experience, and being 
helpful in the particular field in which you have all given so much in 
the way of activity and study in the years that have passed. 

Is there anything further, gentlemen ? 

I guess that is all. Wethank you very much Dr. Long, and members 
of the panel. 

(Whereupon, at 4:50 p. m., the committee adjourned until tomor- 
row, Friday, October 9, 1953, at 11 a. m.) 
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